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An important monograph was recently released
reporting the proceedings of a national invitational
conference organized by the National Institute of
Medicine to examine the benefits, feasibility, and
problems of linking the nation’s mental health
services more closely to primary care.1A number
of serious problems were identified concerning the
availability and quality of existing mental health
services. These problems include the following:

1 There are major economic disincentives with-
in present reimbursement policies of third party
payers which work against the provision of needed
mental health services (particularly ambulatory
services).

2. Drug therapy, often used excessively and
indiscriminately, is much more common than
other psychotherapeutic help.

3. Partly due to time and reimbursement con-
straints, psychotherapy in some form (usually
short-term crisis intervention) occurs in only
about one fifth of the primary care visits of pa-
tients with mental health problems.

4. Primary care physicians underutilize refer-
rals for specialized mental health care for emo-
tionally disturbed patients.

5. There are still virtually no outcome studies
of psychotherapy in primary care patients.

6. The prevalence of mental health problems is
largely unknown because of the looseness of some
diagnostic criteria and widespread underreporting
of these problems in the primary care sector.

7. Cooperative working relationships between
the mental health and general medical care sys-
tems are rare.

There is general consensus that the primary
care physician has an essential role as a principal
provider of mental health services, particularly in
the areas of prevention, diagnosis, and manage-
ment of common mental disorders. Studies spon-
sored by the National Institute of Mental Health
have shown that in the United States over one half
of all patients with mental health disorders are

cared for solely by the primary care sector.21t is
now well documented that patients with mental
health disorders have a higher incidence of organic
illness than others without such problems.3 The
utility of the psychobiomedical model of disease
and health care is gaining increasing acceptance
among primary care physicians in view of the im-
portant influence of psychosocial factors upon the
occurrence and natural history of disease. Be-
cause of his/her long-term contact with all mem-
bers of the family, the family physician has a spe-
cial opportunity to prevent, recognize, and treat
mental health problems.

From its onset as a clinical specialty, family
practice has embraced the psychobiomedical
model and the need for family physicians to be
well trained in this area. The Essentials for family
practice residency training4 have stressed the im-
portance of training in psychiatry and behavioral
science. The Residency Assistance Program (RAP)
has called for the following as absolute require-
ments for family practice residenciesS

Training in the recognition, diagnosis, and management
of emotional and mental disorders alone or as compo-
nents of organic disease.

Specific training in psychotherapy, psychopharmacol-
ogy, and psychiatric counseling for a broad spectrum of
mental illness, including alcoholism and other substance
abuse.

After ten years of experience with family prac-
tice residencies, there are now sufficient graduates
in practice to begin to assess the extent to which
residency trained family physicians are prepared
to care for mental health problems and the extent
to which they integrate this care into their prac-
tices. Several studies have been done to date in
this general area, and the results are mixed and
somewhat disturbing. On the positive side, three
recently reported statewide follow-up studies of

0094-3509/81/040615-02$00.50
51981 Appleton-Century-Crofts

THE JOURNAL OF FAMILY PRACTICE, VOL. 12, NO. 4: 615-616, 1981 615



MENTAL HEALTH CARE

Table 1. Residency Graduate Perceptions of Adequacy of Training in
Psychiatry and Behavioral Science in Three Statewide Networks

Subject Area Percent of Graduates Who Feel

Adequately Prepared

University Medical University

of

College of

Minnesota of Virginia Washington

Family structure and function 82.5
Psychosomatic problems 85.7
Psychosocial components of 82.6
major medical illness

Stages of human 75.3
development

Behavior disorders 79.6
Psychiatric disorders 80.4
Counseling skills 76.9

almost 400 graduates showed rather positive per-
ceptions of their preparation in psychiatry and be-
havioral science (Table 1), but no information is
yet available on their actual practice patterns and
performance.6

Another study of the perceptions and practice
patterns of family practice residency graduates is
reported in the current issue of this journal and is
discouraging with respect to mental health care.
Cassata and Kirkman-Liff studied the mental
health activities of 199 family physicians (116 resi-
dency graduates and 83 nongraduates). They found
widespread perceptions of under-preparedness in
behavioral science skills, together with extremely
low volumes of mental health activities (eg, coun-
seling sessions and referrals comprising only two to
four percent of all patient encounters).7

In a second paper in this issue, Jones and his
colleagues outline a comprehensive and realistic
competency based curriculum for mental health
knowledge and skills based upon the joint assess-
ments of faculty in both family medicine and psy-
chiatry in one medical school and its family prac-
tice residency graduates.8Continued reassessment
of the content, methods, and outcomes of training
in psychiatry and behavioral science is required if
family practice is to make the contribution to men-
tal health care which is called for in the commu-
nity. Beyond the obvious importance of develop-
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ing more effective teaching programs at all levels
in this area, however, is the pressing need to de-
velop and test practical diagnostic and manage-
ment techniques which can be applied in busy
primary care practices, together with revision of
present third party reimbursement policies to re-
move the disincentives to provide time consuming
mental health services.
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