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Objective: Although people with severe mental illness (SMI) have high rates of diabetes and other metabolic disorders, adherence to recommended screening guidelines is low. This study aimed to compare
primary care clinicians’ and psychiatrists’ attitudes toward metabolic monitoring and treatment of patients with SMI.
Methods: Primary care clinicians and psychiatrists within 1 large urban integrated public health system were recruited to participate in this online survey study. Multivariate logistic regression analyses
were used to examine if clinician characteristics were associated with attitudes or perceived barriers
toward metabolic monitoring and treatment.
Results: Response rates were 77% (164/214) of primary care providers and 69% (56/81) of psychiatrists completing the survey. There were no significant differences in age or race/ethnicity between provider groups, although primary care clinicians were more likely to be women when compared with the
psychiatrists (69% vs 39%, P < .001). Psychiatrists were more likely than primary care clinicians to
believe that psychiatrists should conduct metabolic monitoring even if patients had a primary care provider (80% vs 60%, P ⴝ .011) However, fewer psychiatrists than primary care clinicians believed that
psychiatrists should treat identified cardiometabolic abnormalities (15% vs 42%, P < .001).
Conclusion: Systemic problems with care coordination and these varying expectations likely contribute to poor cardiometabolic outcomes in this vulnerable population. (J Am Board Fam Med 2019;32:
418 – 423.)
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People living with severe mental illness (SMI; eg,
schizophrenia and bipolar disorder) experience premature mortality and die, on average, 25 years
earlier than the general population, most often
from cardiovascular disease.1– 6 In fact, as age expectancy increases, the gap in life expectancy between these groups may actually be widening.6
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In addition to multiple lifestyle risk factors,
second generation antipsychotic medications can
cause metabolic abnormalities, which increase cardiovascular disease risk.7–11 In a meta-analysis,
Mitchell et al (2011) found that 1 in 3 patients with
schizophrenia suffer from 3 or more cardiovascular
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waist circumference, blood pressure, fasting blood
glucose, and fasting lipids.19,20 Despite these guidelines and psychiatrists’ acknowledgment of their
importance, monitoring rates continue to be
low.23–26
This lack of metabolic monitoring raises the
issue of accountability. Our prior work has examined the beliefs of community primary care clinicians and psychiatrists, respectively.27,28 In this article, we compare these responses from within an
integrated public delivery system. To our knowledge, this is the ﬁrst survey study to compare opinions of 2 key specialties regarding whose role it is,
or should be, to monitor and treat metabolic abnormalities among people with SMI.

Methods
Setting and Sample
All primary care clinicians (physicians, nurse practitioners, and physician assistants) and psychiatrists
were approached from safety-net clinics in 1 large
urban integrated public health system. The system
includes clinics operated by the public health department and by afﬁliated community health centers. The primary care and mental health clinics do
not share electronic health records. Clinician participants were surveyed between December 2009
and February 2011.
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The recruitment methods for psychiatrists and primary care clinicians have been described previously.27,28 Brieﬂy, clinicians were offered an opportunity to participate in an anonymous survey about
metabolic monitoring of people taking antipsychotic medications. Potential participants were
contacted by a research coordinator and asked to
complete a survey either on article or online. The
survey was distributed to the psychiatrists ﬁrst and
was adapted for the primary care clinician sample.
To meet inclusion criteria, a provider must have (1)
primarily treated adults and (2) spent 5% or more
of their time in direct patient care. A $5 gift card
was offered to all respondents regardless of survey
completion. Follow-up e-mails were sent 2 weeks
after initial survey distribution. Study procedures
were approved by the University of California, San
Francisco Committee on Human Research (number 10 – 03254).
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risk factors.9 Even in ﬁrst-episode patients, studies
have shown increases in weight12–15 and cholesterol
levels,12,13 within the ﬁrst 9 to 12 months of treatment. Early screening is particularly important, as
rates of metabolic syndrome seem to increase with
age and duration of illness.9
Unfortunately, cardiovascular risk factors are
likely to be underdiagnosed and undertreated
among individuals with SMI.16 –18 Even during
medical or surgical hospitalizations where risk factors for cardiovascular disease, such as obesity and
smoking, were identiﬁed, people with SMI received
fewer diet consults and smoking cessation interventions when compared with nonpsychiatric populations.18 In addition, these people with SMI were
less likely to be diagnosed with laboratory-conﬁrmed cardiovascular risk factors than their nonpsychiatric counterparts, even when controlling for
demographic variables.18
There have been national efforts to reduce cardiovascular morbidity and mortality by encouraging screening, monitoring, and treatment of people
who take antipsychotic medications.19 –22 The
American Association of Clinical Endocrinologists
include the diagnosis of schizophrenia as a risk
factor for prediabetes and diabetes mellitus.33 The
American Diabetes Association has even mapped
out standard procedures for screening patients with
SMI as part of their routine medical care.19 These
guidelines recommend baseline screening and continued metabolic monitoring of body mass index,

Provider Type*
Psychiatrists
Disagree

Primary Care Clinicians
Agree

Disagree

Agree

Statement

N

%

N

%

N

%

N

%

Primary care clinicians should screen not
psychiatrists†
Psychiatrists should screen even if the patient
has established primary care‡

30

70

14

30

52

33

102

66

10

20

39

80

63

40

93

60

*Notably, there were minor differences in the number of providers responding to these questions. For example, 47 psychiatrists and
154 primary care clinicians answered the ﬁrst statement and 49 psychiatrists and 156 primary care clinicians answered the second.
†
Primary care clinicians were more likely than psychiatrists to agree with this statement (P ⬍ .001).
‡
Psychiatrists were more likely than primary care clinicians to agree with this statement (P ⫽ .011).

Measures

Results

In addition to clinician demographic and practice
questions,29,30 the survey included questions about
perceived roles of providers in metabolic monitoring and/or treatment of metabolic abnormalities
and barriers to metabolic monitoring of patients on
antipsychotic medications. Questions were drawn
from the literature and expert consultation as described previously.23,24,27–30
Attitudes about roles were rated on a 5-point
Likert scale. Because responses were skewed,
these were reduced to: (1) “Disagree” (including
“strongly disagree,” “disagree,” and “neutral” responses), and (2) “Agree” (including “agree” and
“strongly agree” responses).
Respondents were asked to identify the 1 “top
barrier” that had the largest impact on metabolic
screening from 25 possibilities. Questions about
care coordination were collapsed into 1 category
(“Difﬁculty with care coordination”). The survey is
publicly available online (https://www.ncbi.nlm.
nih.gov/pmc/articles/PMC3780562/).

All 81 psychiatrists in this urban safety-net public
health system were approached to participate; 69%
(56/81) responded and 86% (49/56) of these met
inclusion criteria. All 214 primary care clinicians in
this urban safety-net public health system were
approached to participate; 77% (164/214) of primary care clinicians responded and 98% (160/164)
of these met inclusion criteria. Most primary care
clinicians were physicians (62%, 99/160), whereas
36% (57/160) were nurse practitioners and 2%
(4/160) were physician’s assistants.
In terms of demographic information, the primary care clinicians were more likely than psychiatrists to be women (69% vs 39%, P ⬍ .001), but
otherwise there were no signiﬁcant differences between providers in age or race/ethnicity. In addition, there were no signiﬁcant differences in opinions between medical doctor primary care
clinicians and non-medical doctor clinicians for the
questions highlighted below.
When asked about monitoring metabolic risk
factors, clinicians were asked about speciﬁc circumstances. For example, most primary care providers
(66%, 102/154) believed that “primary care providers, not psychiatrists,” should monitor metabolic
risk in contrast to only 30% (14/47) of psychiatrists
(P ⬍ .001, t ⫽ 4.637, df ⫽ 199) (Table 1).
A signiﬁcant proportion of both primary care
clinicians (60%, 93/156) and psychiatrists (80%,
39/49) agreed that the “psychiatrist or mental
health clinic, even if patients have established primary care” should monitor for metabolic risk factors, with psychiatrists believing this even more

Data Analysis
The t tests and 2 tests were used to determine if
any clinician demographic characteristics were related to attitudes toward metabolic monitoring or
treatment. Multivariate logistic regression analysis
was used to examine if clinician characteristics
might be associated with attitudes toward metabolic monitoring and treatment. Logistic regressions were used to determine whether clinician
characteristics were associated with perceived barriers to metabolic monitoring.
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Table 1. Preferences for Type of Clinician Who Should Be Conducting Metabolic Monitoring of People with Severe
Mental Illness

Discussion
To our knowledge, this is the ﬁrst study to compare
psychiatrists’ and primary care clinicians’ opinions
on provider and system-level factors that affect
monitoring and treatment of metabolic abnormalities among people with SMI. Understanding clinicians’ anticipated role in screening for these risk
factors is a key component to increasing the rate at
which patients with SMI receive medical treatment
for these symptoms.
Our ﬁndings suggest a sizable disconnect between
where (and by whom) clinicians believe metabolic
monitoring should be done and where (and by whom)
treatment should be initiated. Despite endorsing the
practicality of psychiatrists monitoring metabolic abnormalities, a majority of clinicians in both groups
believed that the treatment of metabolic dysfunctions
is the role of the primary care clinician exclusively.
This disconnect between where monitoring and
treatment should occur undoubtedly contributes to
the poor rates of treatment for metabolic abnormalities among this vulnerable population.
Despite initiatives to improve cardiometabolic
screening and treatment among people with
SMI,19 –22 they are still woefully underscreened26
while being at greater risk for early mortality compared with the general population. Part of this
problem—as highlighted in this study—is lack of
ownership over who should be doing the screening.
One solution to this potential lack of coordinated
care among providers could involve colocating pri-
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mary care clinicians in community mental health
care settings. A study by McGinty et al (2015)
indicates veterans with SMI tend to receive better
comprehensive medical care in the Veterans Health
Administration, which offers multiple providers at
1 location and includes a nationwide network of
electronic medical records that assist with patient
care. They found that compared with Veterans
Health Administration patients, Medicaid patients
had the lowest adherence to national guidelines on
medical care and screening over time.31 Integrated
health care systems provide the greatest ability to
coordinate patient care but are costly and difﬁcult
to implement nation-wide.32 Therefore, it may be
worth considering having on-site physicians at
community mental health clinics (the psychiatrists)
perform metabolic monitoring and initiating ﬁrstline treatment for relatively easy to treat metabolic
abnormalities (eg, dyslipidemia). This could be facilitated through a standardized consultation with a
designated primary care physician.
This study’s primary limitation is that it relies on
a single urban community safety-net health system.
In addition, the clinicians were not asked to choose
between speciﬁc clinician groups in questions regarding monitoring or treatment, making ﬁndings
of role preferences less than deﬁnitive. Although
these aspects are beyond the scope of this article,
we believe this study is an important ﬁrst step in
qualifying the role psychiatrists and primary care
physicians play in the identiﬁcation and treatment
of metabolic and cardiovascular risk factors in patients with SMI.
The authors thank Nicholas S. Riano, MAS, for his assistance in
the preparation and submission of this manuscript.
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