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Psychiatrists’ and Internists’ Knowledge
and Attitudes About Delivery of
Clinical Preventive Medical Services
CCaarroolliinnee  PP..  CCaarrnneeyy,,  MM..DD..
WWiilllliiaamm  RR..  YYaatteess,,  MM..DD..,,  MM..SS..
CChhrriissttoopphheerr  JJ..  GGooeerrddtt,,  MM..DD..,,  MM..PP..HH..
BBrraaddlleeyy  NN..  DDooeebbbbeelliinngg,,  MM..DD..,,  MM..SScc..

Objective: Changes in the health care environment have placed a
greater responsibility on psychiatrists to deliver basic primary care ser-
vices. The study assessed baseline knowledge and attitudes about clini-
cal preventive medical services among psychiatric faculty and psychi-
atric residents at a tertiary care medical center. Methods: Residents and
faculty in psychiatry and general internal medicine completed a struc-
tured questionnaire, including 20 case scenarios, that assessed their
baseline knowledge of clinical preventive medical services, their atti-
tudes concerning delivery of those services, and their beliefs about the
effectiveness of those services in changing patients’ behavior. The case
scenarios and knowledge questions were based on the clinical preven-
tive medical services recommendations outlined by the U. S. Preventive
Services Task Force. Results: Psychiatrists reported more frequent as-
sessment of and counseling about the use of illicit drugs and weapons,
and internists were more likely to query about measures related to
physical health such as cancer screening and immunizations. The two
groups reported similar attitudes toward the need for and the efficacy
of preventive medical services. Commonly cited barriers to the delivery
of preventive care included lack of time and education. Psychiatrists
scored reasonably well on baseline knowledge about guidelines for pre-
ventive medical services, particularly given their recent lack of specific
education in these matters. Conclusions: Psychiatrists believe clinical
preventive services are important and express interest in their delivery.
Additional educational interventions are needed to train psychiatrists in
clinical preventive services to avoid missed clinical opportunities for in-
tervention in psychiatric populations that may have poor access to oth-
er medical care. (Psychiatric Services 49:1594–1600, 1998)

As the health care environment
evolves to place increased em-
phasis on the primary care de-

livery of medical and psychiatric ser-
vices, the traditional role of the psychi-
atrist may change to include more
comprehensive care of the mentally ill
patient. Education of primary care
providers about psychiatric diagnoses
and treatment has been widely advo-
cated recently. However, rarely is the
psychiatrist trained to provide basic
primary care to patients. Pilot pro-
grams designed to train psychiatrists to
serve as the principal or primary physi-
cian for selected populations of psychi-
atric patients are under way (1–3).

It is noteworthy that as many as
one-third of homeless mentally ill pa-
tients have concomitant medical ill-
ness (4). In addition, standardized
mortality rates for both natural and
unnatural causes of death are higher
among psychiatric patients than the
general population (5–8). Many nat-
ural and unnatural causes of morbidi-
ty and mortality may be preventable
with health care interventions.

The goal of primary prevention is to
avoid the development of a disease or
disorder by eliminating causative
agents and decreasing reversible risk
factors. Secondary prevention in-
volves the early identification and
prompt treatment of an illness or dis-
order. Typically, preventive care is de-
livered by primary caregivers such as
general internists, family practition-
ers, pediatricians, and obstetrician-
gynecologists. The psychiatrist has
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not traditionally been considered a
primary care provider.

However, the psychiatrist may be in
an unique position to deliver needed
preventive services to populations of
patients who may be unlikely to re-
ceive these services, including home-
less mentally ill persons, institutional-
ized persons, and those whose psychi-
atric disease makes it financially or lo-
gistically difficult for them to receive
regular medical care. Important po-
tential sites for the delivery of clinical
preventive medical services by men-
tal health care personnel might in-
clude community mental health cen-
ters, homeless shelters, jails, and state
psychiatric institutions.

The U. S. Preventive Services Task
Force has recommended that clini-
cians take every opportunity to deliv-
er preventive medical services, espe-
cially to persons with limited access to
care, because those at greatest risk for
many preventable causes of prema-
ture disease and disability, such as
cervical cancer, tuberculosis, human
immunodeficiency virus infection,
and poor nutrition, are the same indi-
viduals least likely to receive ade-
quate preventive services (9). Cer-
tainly, this guideline may apply to
many persons with chronic psychi-
atric illness.

To determine whether psychiatrists
in training and psychiatry faculty may
be interested in learning about and
delivering clinical preventive medical
services, we did a baseline assessment
of psychiatrists’ attitudes about deliv-
ering preventive medical services and
their knowledge of current preven-
tive care guidelines. The survey was
done in a department of psychiatry at
a university teaching hospital. Re-
sponses from psychiatric faculty and
residents were compared with those
from their counterparts in the divi-
sion of general internal medicine at
the same institution.

Methods
Respondents
Residents and faculty in an academic
psychiatry program at a tertiary med-
ical center were asked to complete a
validated questionnaire designed to
assess attitudes toward the delivery of
preventive medical care and baseline
knowledge of preventive care recom-

mendations (9–11). Preventive care
guidelines were based on current rec-
ommendations by the U.S. Preven-
tive Services Task Force (9).

Participation was entirely voluntary
and was requested through a cover
letter explaining the study and its pro-
cedures. The questionnaire, cover
letter, and procedure for participation
were approved by the institutional
human subjects review committee.
Completion of the questionnaire was
considered written informed consent. 

A total of 36 psychiatric residents
and 25 psychiatric faculty were asked
to complete the questionnaire during

February 1996. A total of 151 internal
medicine residents and 17 general in-
ternal medicine faculty who were
asked to complete a nearly identical
questionnaire at approximately the
same time served as the comparison
group.

Survey instrument
The survey instrument was divided
into four major sections assessing
subjects’ demographic characteristics
and training, practice patterns, pro-
fessional outlook, and experience
with barriers to and resources for pro-
viding preventive services. 

Demographic and training factors
requested by the instrument included

age, gender, number of years of prac-
tice or training, and year of medical
school graduation.

Data requested on practice pat-
terns included time spent in ambula-
tory and inpatient care and the fre-
quency of asking about and providing
advice about preventive services.
These survey items were selected by a
panel of four academic generalists,
based on the U.S. Preventive Services
Task Force guidelines and their rela-
tive importance in preventing mor-
bidity and mortality.

Subjects were asked how often,
during the past three months, they
had asked about or assessed several
areas associated with preventive ser-
vices as part of the examination of or
history taking with new patients.
These areas were alcohol use, diet,
exercise, immunization history, histo-
ry of screening for colon cancer, use
of seat belts, number of recent sexual
partners, tobacco use, illicit drugs,
use of female contraceptives, use of
male contraceptives, history of Pap
tests for women age 18 and older, his-
tory of mammograms for women age
50 and older, and exposure to ultravi-
olet light and use of sunscreens.

Frequency for these areas was
ranked on a 7-point Likert-type scale
on which the anchor points were nev-
er, or 0 percent of the time (scored 1);
rarely, or between 1 and 20 percent of
the time (scored 2); sometimes, or be-
tween 21 and 40 percent of the time
(scored 3); about half the time, or be-
tween 41 and 60 percent of the time
(scored 4); often, or between 61 and
80 percent of the time (scored 5);
usually, or between 81 and 99 percent
of the time (scored 6); and always, or
100 percent of the time (scored 7).

Respondents were next questioned
about the frequency of advice deliv-
ered to patients. They were asked how
often over the past three months, when
they saw an adult patient in the clinic,
they advised the patient about several
health-related preventive measures,
including exercising regularly, increas-
ing consumption of fruits and vegeta-
bles, decreasing dietary fat consump-
tion, always using a seat belt when op-
erating or riding in a motor vehicle,
wearing a safety helmet when operat-
ing or riding a motorcycle or bicycle,
avoiding alcohol when driving, and

Potential

sites for the delivery 

of clinical preventive 

medical services by mental

health care personnel include

community mental health

centers, homeless shelters,

jails, and state 

psychiatric 

institutions.



PSYCHIATRIC SERVICES ♦ December 1998   Vol. 49   No. 1211559966

avoiding loaded or unlocked firearms
in the home. Answers were given on
the same 7-point Likert-type scale.

Preventive counseling related to
use of tobacco was assessed with a
question that asked respondents how
often over the last three months,
when they saw a patient who smoked
cigarettes, did they advise the patient
to quit smoking, advise setting a spe-
cific “quit date,” see or call the patient
near the quit date, refer the patient to
a group clinic or intensive smoking
cessation program, prepare the pa-
tient for withdrawal symptoms, and
prescribe a nicotine patch or gum.
Responses were given on the same 7-
point Likert-type scale.

The third section of the survey as-
sessed respondents’ attitudes toward
preventive medical counseling by
asking them to rate their own effec-
tiveness in changing their patients’
behavior in the areas of alcohol re-
duction, smoking cessation, exercise,
safe sex practices, and diet. For each
area, physicians were asked to assess
whether they were minimally effec-
tive (scored 1), somewhat effective
(scored 2), quite effective (scored 3),
or extremely effective (scored 4).
They were also given the option to
respond “I never do this.” This re-
sponse was not scored.

Twenty questions depicting differ-
ent clinical scenarios were used to as-
sess overall knowledge about clinical
preventive services. The 20 scenarios
included questions such as the rec-
ommended frequency for a Pap
smear and mammogram for a normal-
risk 50-year-old woman and a normal-
risk woman under age 35 and the rec-
ommended frequency of testing
blood pressure and cholesterol and
administering the graded-exercise
cardiac stress test. Appropriate deliv-
ery of the pneumococcal pneumonia
vaccine was also questioned. Knowl-
edge scores were tabulated by sum-
ming the correct answers for a maxi-
mum score of 20.

The fourth section of the survey
assessed the extent to which barriers
such as lack of time, lack of allied
health personnel, lack of prompts,
lack of patients’ interest, uncertainty
about which preventive medical ser-
vices to provide, and lack of educa-
tional materials prevented the
physician from providing effective
health promotion. The amount of
medical education in clinical pre-
ventive medical services received in
the last six months was categorized
in terms of informal and formal
hours ranging from none to greater
than 12 hours.

The reliability and validity of the in-
strument were recently reported (12).
Copies of the survey instrument are
available from the first author.

Statistical analysis
Statistical analysis was conducted us-
ing SPSS (13). Categorical variables
were compared using the chi square
test or Fisher’s exact test. Continu-
ously distributed factors, such as the
overall knowledge score, were com-
pared using Student’s t test for nor-
mally distributed variables. Variables
not normally distributed were com-
pared using the Wilcoxon rank-sum
test. Alpha was set at .05, and all p val-
ues were two-tailed.

Results
The response rates among the psy-
chiatric residents and psychiatric fac-
ulty were similar. Twenty-eight of 36
residents, or 77 percent, and 16 of 25
faculty, or 64 percent, responded to
the survey. Ninety-seven of 151 in-
ternal medicine residents, or 64 per-
cent, and 15 of 17 internal medicine
faculty, or 88 percent, responded, for
an overall response rate of 67 percent
for internal medicine residents and
faculty.

Respondents from psychiatry had
an average age of 35.9±10.9 years,
compared with 31±7.3 years for re-
spondents from internal medicine
(z=–4.16, p<.001). The average num-
ber of years since receipt of their
medical degree was 4±7.1 years for
the psychiatrists and 9±10.1 for the
internists (z=–3.99, p<.001). In both
specialties, the male to female ratio
was about two to one. Table 1 shows
selected characteristics of the two
groups.

Asking about
preventive measures
As Table 2 shows, internists were
more likely than psychiatrists to re-
port that they had inquired about a
new patient’s diet, exercise habits,
and history of immunization, colon
cancer screening, Pap smears, and
mammograms. Psychiatrists, howev-
er, reported that they inquired more
frequently about patients’ number of
recent sexual partners and illicit drug
use. Male patients were rarely asked,
and female patients were only some-

TTaabbllee  11

Selected characteristics of internal medicine and psychiatric residents and faculty
who participated in a survey of knowledge, attitudes, and beliefs about clinical
preventive medical services

Internal medicine Psychiatry

Residents Faculty Residents Faculty
Characteristic (N=97) (N=15) (N=28) (N=16)

Mean±SD age1 29.1±3.4 43.6±11.9 30.4±8.2 42.6±10
% women 33 40 44 20
Mean±SD years since obtain-

ing medical degree2 2.0±1.9 17.3±12.3 3.2±3.1 16±11.1
Days per week providing
ambulatory care (both
residents and faculty) (%)

None 6 82
Half a day 23 4
One day 27 2
One and a half days 8 4
Two days 11 0
Two and a half days or more 23 7

1 Significant difference between internists and psychiatrists (Wilcoxon rank-sum test, z=–4.16,
p<.001)

2 Significant difference between internists and psychiatrists (z=–3.99, p<.001)
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times asked, about contraceptive use
by both groups of providers. Both
groups reported that they nearly al-
ways inquired about alcohol use. Both
groups rarely asked patients about
seat belt use.

Counseling
As Table 3 shows, psychiatrists were
more likely to advise patients to avoid
using alcohol when driving. Psychia-
trists were also more likely to advise
patients to avoid loaded or unlocked
firearms in the home. Internists were
more likely to report that they made
dietary and exercise recommenda-
tions. Both groups rarely advised pa-
tients to use seat belts or safety hel-
mets.

Tobacco use
Compared with psychiatrists, in-
ternists inquired more frequently
about tobacco use (mean±SD fre-
quency score=6.6±.7 for internists
and 5.5±1.9 for psychiatrists; z=
–3.56, p<.001) and were more likely
to advise patients to quit smoking
(6.3±1.1 for internists and 4.3±2 for
psychiatrists; z=–6.2, p<.001). In-
ternists were also more likely to use
measures to help patients stop smok-
ing (for example, advising the patient
to stop smoking, setting a specific
“quit date,” seeing or calling the pa-
tient near the quit date, referring the
patient to a smoking cessation pro-
gram, preparing the patient for with-
drawal symptoms, and prescribing
nicotine replacement therapy.) 

Internists believed that they were
more effective in changing patients’
smoking behaviors than psychiatrists
did (1.9±.7 for internists and 1.7±1.1
for psychiatrists; t=1.67, df=151,
p=.09), but there was no difference
between groups in perceived ability
to reduce patients’ alcohol intake.
Both groups reported that they were
only minimally to somewhat effec-
tive in changing patients’ health risk
behaviors.

Knowledge
Psychiatric residents and faculty had
a mean knowledge score of 9.5±6.6
correct answers, compared with
16.2±2.2 for the internal medicine
residents and faculty (z=–7.3, p<
.001). There were no differences in

knowledge scores between internal
medicine faculty and internal medi-
cine residents and between psychi-
atric faculty and residents. For both
groups the overall knowledge score
was positively related to the amount
of preventive health education re-
ceived in the last six months (r=.271,
p<.001). As Figure 1 shows, most psy-
chiatrists, or 67 percent, reported re-
ceiving less than one hour of training
during that period.

Barriers and attitudes
Both groups noted that lack of time
was a major barrier to providing effec-
tive health promotion. Fifty-one per-
cent of psychiatrists but only 15 per-
cent of internists reported that uncer-
tainty about what preventive services
to provide was a major barrier (t=–2.3,
df=151, p<.001). The overall knowl-
edge scores were inversely related to
the degree of uncertainty about what
services to provide (r=–.394, p<.001).

TTaabbllee  33

Mean frequency of internists’ and psychiatrists’ counseling patients in areas of
preventive health1

Internists Psychiatrists
(N=110) (N=42)

Area addressed Mean SD Mean SD t or z df p

Regular exercise 5.0 1.4 3.4 1.3 t=6.63 150 <.001
Increased consumption of fruits

and vegetables 3.9 1.6 2.5 1.5 t=4.68 150 <.001
Decreased consumption of fats 4.7 1.5 2.6 1.5 t=7.89 150 <.001
Use of seat belt 1.9 1.2 1.8 1.3 t=.12 149 ns
Use of safety helmet 1.8 1.0 1.7 1.2 t=.691 149 ns
Avoiding alcohol when driving 2.3 1.5 3.3 1.9 z=–2.95 — .003
Avoiding loaded or unlocked

firearms in the home 1.3 .6 2.8 1.8 z=–5.93 — <.001
Smoking cessation 6.3 1.1 4.3 2.0 z=–6.24 — <.001

1 Frequency was rated on a scale from 1, never, to 7, always.

TTaabbllee  22

Mean frequency of internists’ and psychiatrists’ asking new patients about their
history in areas addressed in clinical preventive medical services1

Internists Psychiatrists
(N=110) (N=42)

Area of inquiry Mean SD Mean SD t or z df p

Alcohol use 6.0 1.2 6.3 1.0 t=–1.6 150 ns
Dietary habits 4.5 1.4 3.5 1.5 t=4.15 150 <.001
Exercise habits 4.5 1.4 3.3 1.2 t=4.75 149 <.001
Immunization history 4.1 1.8 2.0 1.3 z=–6.37 — <.001
Recent screening for 

colon cancer 4.8 1.6 1.5 .7 z=–8.74 — <.001
Use of seat belts 1.9 1.3 1.5 .8 z=–1.99 — .05
Number of recent sex-

ual partners 2.9 1.2 3.4 1.6 t=–1.94 150 .054
Use of tobacco 6.6 .7 5.5 1.9 z=–3.56 — <.001
Use of illicit drugs 5.0 1.5 6.2 1.2 z=–4.88 — <.001
Contraceptive use

Female 3.7 1.7 3.3 1.9 t=1.21 148 ns
Male 2.3 1.2 2.1 1.4 t=.24 148 ns

Recent Pap smear 5.6 1.6 2.2 1.5 t=11.8 147 <.001
Recent mammogram 5.8 1.4 2.1 1.5 t=14.4 147 <.001
Use of sunscreens 2.4 1.3 1.3 .8 z=–4.89 — <.001

1 Frequency was rated on a scale from 1, never, to 7, always.
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Both groups agreed that more pro-
fessional education about preventive
care would be helpful.

Psychiatrists and internists shared
similar beliefs about the need for clin-
ical preventive medical services and
also had similar attitudes about barri-
ers to effectively delivering those ser-
vices. However, both groups believed
that they were only minimally to
somewhat effective in changing pa-
tients’ behavior with respect to alco-
hol reduction, smoking cessation, ex-
ercise, safe sex, and diet. However,
compared with psychiatrists, in-
ternists believed they were more ef-
fective in changing behaviors related
to smoking (1.9±.7 for internists and
1.7±1.1 for psychiatrists; t=1.67,
df=151, p=.09), exercise (2.11±.7 for
internists and 2.02±1.5 for psychia-
trists; z=–2.4, p=.017, and diet (2.2±
.87 for internists and 2±1.5 for psy-
chiatrists; z=–3.36, p<.001). The two
groups did not differ in their per-
ceived ability to affect patients’ alco-
hol or safe sex practices.

Discussion and conclusions
This study provided a baseline assess-
ment of psychiatrists’ knowledge, atti-
tudes, and self-reported delivery of
clinical preventive medical services
and contrasted the findings with those
for a group of primary care (internal
medicine) physicians. The results pro-
vide a controlled assessment of psychi-
atrists’ attitudes and knowledge about
preventive medical services, an inte-
gral part of primary care medicine.

The importance of screening and of
delivering preventive services such as
immunizations is profound. For in-
stance, influenza is considered re-
sponsible for 20,000 or more excess
deaths during each of ten epidemics
occurring in the 20-year period be-
fore 1990 (10). The estimated direct
savings derived from influenza immu-
nization per individual ranges from
$21 to $235, with cumulative savings
of nearly $5 million (14).

It is well documented that clini-
cians often fail to provide recom-
mended clinical preventive medical
services. (15–20). Reported barriers
to care include insufficient time, in-
adequate reimbursement, clinicians’
lack of interest and knowledge, pa-
tients’ lack of knowledge and involve-
ment, and lack of availability of sys-
tems to promote delivery of preven-
tive medical services (9,10). 

Patients with a regular source of
care are more likely to receive recom-
mended preventive services (21).
There is a strong and consistent asso-
ciation between having a physician as
the most useful source of information
and having received clinical preven-
tive medical services (22). Fox and as-
sociates (23) found that the most im-
portant factor predicting whether a
woman had ever had a mammogram
was whether her physician had talked
to her about mammography. Patients’
refusal also plays an important role in
the receipt of preventive medical ser-
vices (24,25).

Although psychiatric and internal

medicine residents and faculty shared
similar beliefs about the delivery of
clinical preventive medical services,
they reported delivering such services
at different rates and with different
levels of confidence. Internists were
more likely to gather historical infor-
mation on aspects of physical health
such as immunization status and can-
cer screening. Both groups reported
that they nearly always assess alcohol
use, but they differed in assessment of
cigarette smoking and illicit drug use.

The psychiatrists reported that they
rarely actually advised or counseled
patients to quit smoking. Psychiatrists
may believe that smoking may pro-
vide some benefit to specific groups
of psychiatric patients such as pa-
tients with schizophrenia, or that
smoking cessation may trigger a ma-
jor depressive episode in those with a
history of depression (26,27). Given
that smoking among those with men-
tal illness and mental retardation has
been associated with higher rates of
alcohol use, use of other substances,
and sexual activity (28), assessment
and counseling related to tobacco use
should be considered. Addington and
colleagues (29) have reported that
even patients with schizophrenia may
be motivated to engage in smoking
cessation interventions.

Psychiatrists reported that they do
inquire about and are interested in
many clinical preventive medical ser-
vices. Despite reported limited edu-
cation in these matters, psychiatrists
had a reasonably good level of knowl-
edge. Psychiatrists reported little
training in clinical preventive medical
services and stated that lack of train-
ing was a major barrier to delivery.
Lack of training may also contribute
to the tendency of psychiatric house
staff and faculty to order more tests
and generate more costly work-ups of
patients with medical problems, com-
pared with internal medicine and
family practice providers (30). Clear-
ly defined educational guidelines for
delivery of clinical preventive medical
services in psychiatric settings may
result in improved delivery and cost
savings.

The majority of psychiatrists sur-
veyed in this study spent little time in
ambulatory care, and only one set of
questions—about frequency of advis-

FFiigguurree  11

Hours of education in preventive medical services obtained by internists and psy-
chiatrists in the last six months, in percentages
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ing patients on preventive health
measures—specifically addressed in-
teractions with clinic patients. How-
ever, both inpatient and outpatient
psychiatric settings provide excellent
opportunities to address preventive
services. For example, mentally ill
persons with poor access to outpa-
tient care should be assessed while in-
patients. The inpatient hospitalization
may be the ideal time to provide vac-
cinations. Inpatients can also benefit
from counseling about use of tobacco
and alcohol and about safety and di-
etary practices. Failure to deliver pre-
ventive care at psychiatric evaluations
and follow-up should be considered
missed opportunities for prevention
and intervention (11).

Although the data do not address
the issues of who should provide pre-
ventive services and when they
should be provided, they are impor-
tant concerns. The answers to these
questions may vary in different prac-
tice settings. Patients enrolled in a
psychiatric clinic should be asked at
the initial visit whether they regularly
see a primary care provider who de-
livers preventive services such as
blood pressure checks and immuniza-
tions. If patients are able to identify
such a caregiver, the mental health
provider can offer counseling in areas
related to mental health such as alco-
hol use, tobacco use, and sexual risk
factors. A similar assessment can be
performed for psychiatric inpatients.
If the patient does not have a regular
provider for primary medical care,
the psychiatric team may need to as-
sume responsibility for delivering
clinical preventive medical services.
Referral to medical clinics should be
made if the patients’ health status dic-
tates.

Automated systems to provide clin-
ical prompts or computer-generated
reminders may be particularly useful
for the mental health provider, as
they have been shown to be for pri-
mary care providers. Including pre-
ventive care checklists with patients’
medical records has been shown to
increase rates of delivery in primary
care (31). In addition, computer-gen-
erated reminders have been shown to
affect the delivery of clinical preven-
tive services to ambulatory patients
(32–34).

Specific patient populations may
benefit from psychiatric delivery of
clinical preventive medical services.
Persons identified as at high risk for
human immunodeficiency virus in-
fection should receive counseling
about disease prevention from all
health care providers. Persons at high
risk for pneumococcal pneumonia
and influenza, including those who
are substance abusers and elderly
persons, should receive appropriate
vaccinations. Mentally ill homeless
persons may benefit from a tetanus
vaccine booster, although there are
no data on the importance of this
measure for this group. Injection
drug users and those who are sexually
promiscuous may benefit from he-
patitis B vaccination. Alcohol and
smoking cessation counseling should
be provided to all persons who abuse
these substances. Collaboration be-
tween agencies such as the U.S. Pre-
ventive Services Task Force and the
American Psychiatric Association
may be needed to design guidelines
for specific populations of psychiatric
patients, including persons with alco-
hol dependence, substance abuse,
and chronic psychotic disorders.

This study is limited by the self-re-
port nature of the questionnaire. In a
survey of family practice physicians,
Montano and Phillips (18) found that
respondents tended to report higher
rates of screening than were con-
firmed by a chart audit. Their results
suggest either that physicians may re-
port providing more services than
they actually deliver or that they may
not document all the counseling they
truly provide. The study may also
have been affected by nonresponse
bias—those who did not respond to
the survey may have been reluctant to
be assessed about an area in which
they had little knowledge. However,
the relatively high response rates
should have minimized this type of
bias.

A possible additional limitation re-
lates to the study population. Only
psychiatrists and internists at an acad-
emic center were surveyed, raising
questions about generalizability. The
need to perform initial assessment of
providers in an academic setting is
underscored by the fact that resi-
dents, medical students, physicians’

assistants, and nurse practitioners are
educated primarily in academic facil-
ities. If faculty in these settings are
not interested in and willing to pro-
vide clinical preventive medical ser-
vices, educational efforts in this area
will likely fail. 

The survey results suggest areas for
potential change in professional edu-
cation. Further assessment of actual
delivery of preventive medical ser-
vices to psychiatric inpatients and
outpatients in a variety of care set-
tings is needed and is currently under
way. ♦
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