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Objective: Psychiatrists may perpetuate racial-ethnic disparities in
health care through racially biased, albeit unconscious, behaviors.
Changing these behaviors requires that physicians accept that racial-
ethnic disparities exist and accept their own contributions to disparities.
The purposes of this study were to assess psychiatrists’ awareness of
racial disparities in mental health care, to evaluate the extent to which
psychiatrists believe they contribute to disparities, and to determine
psychiatrists’ interest in participating in disparities-reduction pro-
grams. Methods: A random sample of psychiatrists, identified through
the American Psychiatric Association’s member directory, was invited to
complete the online survey. The survey was also distributed to psychia-
trists at a national professional conference. Results: Of the 374 respon-
dents, most said they were not familiar or only a little familiar with the
literature on racial disparities. Respondents tended to believe that race
has a moderate influence on quality of psychiatric care but that race is
more influential in others’ practices than in their own practices. One-
fourth had participated in any type of disparities-reduction program
within the past year, and approximately one-half were interested in par-
ticipating in such a program. Conclusions: Psychiatrists may not recog-
nize the pervasiveness of racial inequality in psychiatric care, and they
may attribute racially biased thinking to others but not to themselves.
Interventions to eliminate racial-ethnic disparities should focus on re-
vealing and modifying unconscious biases. Lack of physician interest
may be one barrier to such interventions. (Psychiatric Services 61:173—
179, 2010)

is, persons from racial-ethnic minor-

ersons from racial-ethnic mi-
Pnority groups have dispropor-

tionately poor mental health
status, experience more barriers to
and receive lower quality mental
health care, and are underrepresent-
ed in mental health research (1,2).
The relatively lower socioeconomic
status of most racial-ethnic minority
groups explains some variation—that

ity groups are more likely to be unin-
sured or underinsured, to be less ed-
ucated and have lower income, and
to reside in areas where medical
services are less available (3,4).
Moreover, persons from racial-eth-
nic minority groups may be more
distrustful of health care providers,
have lower health literacy, be less
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likely to seek care, and prefer fewer
services (5,6). Nonetheless, dispari-
ties persist even after controlling for
such factors. Some of this variation is
likely due to differences based on
race-ethnicity in physician-patient
interactions (7-10).

Race-ethnicity has been shown to
influence physician-patient commu-
nication during clinical encounters
and physician decision making
(10,11). Physicians tend to view pa-
tients from minority groups as less
intelligent, less effective communi-
cators, less compliant, more likely to
abuse alcohol and drugs, and less
likable than white patients (8,12).
Although distressing, these facts are
consistent with social categorization
(or social cognition) theory (10,12).
This theory, originating in the social
psychology literature, posits that hu-
mans use categorization to make
vast amounts of social information
manageable. Characteristics are un-
consciously assigned to social groups
(for example, racial-ethnic groups),
and those characteristics are then
unconsciously applied to individuals
through stereotyping (13). Physi-
cians may be especially vulnerable
to stereotyping because of time
pressures and the need to make rap-
id assessments—that is, physicians
have more social information to
process, so rely more heavily on so-
cial categorization (14).

Social categorization and racial-
ethnic stereotyping likely influence
physician behavior and decision
making. However, because these are
unconscious processes, physicians
may be unaware of them and may
underestimate their own contribu-
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tions to racial-ethnic disparities. Un-
derstandably, physicians may be re-
luctant to explore their unconscious
biases; it would be difficult for most
physicians, who have dedicated their
careers to helping others, to confront
their own contributions to racial-eth-
nic inequality (10). Nonetheless, at-
tempts to eliminate disparities will
not be successful as long as health
care providers believe that the
sources of disparities are entirely ex-
ternal to themselves. Physicians
must become aware of their own un-
conscious biases in order to change
the behaviors that contribute to
racial-ethnic inequalities.

We hypothesized that there are
several prerequisites for changing
physician behavior: physicians must
be aware that racial-ethnic dispari-
ties exist, physicians must believe
that they may contribute to dispari-
ties, and physicians must be motivat-
ed to change their behavior. The
purpose of this study was to evaluate
the extent to which psychiatrists
have achieved these prerequisites
and to identify factors that are asso-
ciated with achievement of each.

Methods

Study sample

Data were collected through an on-
line survey of American Psychiatric
Association (APA) members conduct-
ed from April 2006 to August 2006.
The survey was also distributed at the
APA’s Institute on Psychiatric Ser-
vices in October 2006. For the online
portion of the study, names and ad-
dresses of 2,000 randomly selected
member psychiatrists were pur-
chased from the APA. A letter of in-
troduction and unique access code
were mailed to each; a printed survey
was available. A maximum of three
contact attempts were made. Of the
2,000 individuals identified, a correct
address could not be obtained for 24
and seven were retired or deceased.
Of the final sample of 1,969 eligible
members, 186 psychiatrists (9%)
completed the survey online.

Surveys were also distributed from
an exhibit hall booth at the 58th Insti-
tute on Psychiatric Services, a nation-
al professional conference. Respon-
dents were compensated with a $5
specialty coffee gift card. Of the 190
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psychiatrists who completed the sur-
vey at the conference, two had previ-
ously participated, and only their re-
sponses to the online survey were
used. The final sample for this study
was 374 individuals.

The University of Rochester Re-
search Subjects Review Board re-
viewed this study and determined
that it was exempt from institutional
review board review.

Survey

Content of our survey was informed
by a survey developed by the Kaiser
Family Foundation (15) that was sub-
sequently modified by Lurie and col-
leagues (16) for use with cardiolo-
gists. The survey included questions
about familiarity with racial dispari-
ties research, perceived awareness of
psychiatrists about racial disparities,
and changes in awareness over the
past decade. To measure perceived
determinants of quality of care, physi-
cians rated the extent to which 12 pa-
tient factors (including race) affect
quality of psychiatric care, both in
general and in their own practice set-
ting. A “difference” variable was cal-
culated by subtracting the perceived
influence of race in the participant’s
practice from the perceived influence
of race in general. Finally, respon-
dents were asked whether they had
participated in the past year in any
program designed to reduce racial
disparities in health care or whether
they would be interested in partici-
pating in such a program; they were
also asked whether they believed
such programs were likely to reduce
health disparities. Most items were
measured on 5-point Likert scales.
Key terms, such as quality of care,
were defined.

Sociodemographic variables in-
cluded gender, race, ethnicity, years
in practice, practice setting and size,
proportion of patient population that
is non-Hispanic white (referred to as
“white” in this article) versus other
(referred to as “nonwhite” in this arti-
cle), and number of professional
meetings attended annually. A copy
of the survey is available on request.

Analyses
Univariate statistics were generated
for all variables in the data set. Most

data were treated as categorical, and
most bivariate analyses were conduct-
ed with chi square analysis or Fisher’s
exact test, as appropriate. Multivari-
ate analyses were conducted using lo-
gistic regression. Analyses were guid-
ed by a priori hypotheses to limit type
II error, and they were conducted us-
ing two-sided tests with a=.05. Analy-
ses were performed using SAS, ver-
sion 9.1.

Results

Participants

As shown in Table 1, most partici-
pants were male (62%) and white
(63%). Most (77%) had been in prac-
tice for 15 years or more, and almost
half (48%) worked in small practices
(less than ten physicians). Almost
one-third of participants (32%)
worked in community hospitals or
community mental health centers
(CMIHCs), and most others worked in
university hospitals (21%) or private
practice (24%). The racial-ethnic
makeup of respondents’ patient pop-
ulations varied widely, but in many
respondents’ practices (48%), at least
half of the patients were from racial-
ethnic minority groups.

Awareness of disparities
Most respondents were not at all or a
bit familiar with research on racial in-
equalities in psychiatric care (N=190
of 370, 51%), and approximately one-
third of respondents were moderately
familiar (N=136 of 370, 37%), and
only 12% were familiar or very famil-
iar (N=44 of 370). Compared with
their respective comparison groups,
respondents were more likely to be
familiar or very familiar with this re-
search if they were nonwhite (x*=6.9,
df=2, p=.03) or if they treated a
greater proportion of patients from
minority groups (y?=6.9, df=2,
p=.03). Those who attended more
professional meetings annually also
reported greater familiarity (y*=18.0,
df=6, p=.006). Familiarity was not as-
sociated with the physician’s gender,
practice setting, or years in practice.
A majority of respondents be-
lieved that, compared with ten years
ago, there is somewhat more or
much more awareness of racial in-
equalities in psychiatric care among
psychiatrists in general (N=272 of
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368, 74%). Less than one-fifth of re-
spondents felt that awareness has re-
mained the same (N=69 of 368,
19%), and only 7% (N=27 of 368)
felt that awareness has decreased.
Most felt that psychiatrists, com-
pared with other types of physicians,
are more aware of racial disparities
in health care. Specifically, 275 of
365 respondents (75%) believed that
psychiatrists are somewhat or much
more aware than physicians in other
fields, whereas 64 of 365 respon-
dents (18%) felt that psychiatrists
are no more or less aware. Only 26 of
365 (7%) felt that psychiatrists are
somewhat or much less aware than
physicians in other fields.

Beliefs about disparities

When asked to rate the effect of 12
patient factors on quality of psychi-
atric care, respondents generally re-
ported that race has less of an impact
on quality than other factors, both in
general and in the respondents’” own
practices (Table 2). In both scenarios,
only gender was rated as having less
influence on quality of care.

For every patient factor, partici-
pants believed overall that the factor
has a stronger influence on quality of
care in general than on quality of care
in their own practices (p<.001 for all).
In regard to race, 222 of 369 respon-
dents (60%) believed that race has a
stronger influence on quality of care
in general than in their own practices,
whereas 127 of 369 respondents
(34%) believed that race is equally in-
fluential in both instances. Only 20 of
369 respondents (5%) said that race
has more of an influence on quality of
care in their own practices than on
quality of care in general.

Most white respondents (N=165 of
227, 73%) believed that race has
more influence on quality of care out-
side of their practice than within it,
whereas nonwhite respondents were
more likely to perceive that patient
race is equally influential in both set-
tings (N=65 of 130, 50%; x>=32.3,
df=2, p<.001). Those who had been
in practice longer also tended to be-
lieve that race has more influence on
quality of care in general than in their
own practices (p<.001, by Fisher’s ex-
act test). Respondents were more
likely to believe that race has a

Table 1

Demographic characteristics of 374 psychiatrists who completed a survey on

racial disparities in mental health care®

Online In-person
survey survey
(N=186) (N=188)
Characteristic N % N % 2> df p
Gender 1.7 1 ns
Male 119 65 110 59
Female 63 35 77 41
Race or ethnicity 18.9 4 <.001
White, non-Hispanic 131 72 101 55
White, Hispanic 7 4 11 6
Black 6 3 20 11
Asian 29 16 48 26
Other 9 5 4 2
Years in practice 100.9 3 <.001
<5 1 1 37 21
5-15 1 1 43 24
16-25 82 46 33 19
>25 96 53 63 36
Practice setting 25.4 5 <.001
University hospital 22 12 55 30
Community hospital or com-
unity mental health center 57 31 59 32
Private practice 58 32 30 16
Department of Veterans
Affairs 13 7 8 4
State hospital 15 8 18 10
Other 18 10 13 7
Number of physicians in
practice 16.1 3 .001
<10 104 57 71 39
10-20 29 16 39 22
21-30 9 5 26 14
>30 40 22 44 24
Percentage of patient population
that is white, non-Hispanic 11.4 3 01
0-25 25 14 47 27
26-50 52 29 50 28
51-75 59 32 38 21
76-100 46 25 42 24
Number of professional
meetings attended in past year 7.3 3 mns
0-1 29 16 29 16
2-3 56 31 80 44
4-5 40 22 31 17
>5 57 31 43 23

* Not all data were available for all persons.

stronger influence on quality of care
in general than in their own practices
if they attended the fewest profes-
sional meetings annually (no meet-
ings or one meeting) (N=37 of 58,
64%) or the most meetings (more
than five) (N=64 of 96, 67%), com-
pared with those who attended two to
three meetings (N=76 of 132, 58%)
or four or five meetings (N=42 of 70,
60%) (p<.001 by Fisher’s exact test).
Gender, practice setting, proportion
of the respondents patient popula-
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tion that is white, and familiarity with
racial disparities research were not
associated with whether the respon-
dent perceived a different influence
of race in general and in the respon-
dent’s own practice.

Logistic regression was used to
model the likelihood that a respon-
dent believed that race is more influ-
ential on quality of care in general
than in the respondent’s own practice.
After the analysis controlled for co-
variates, the only variables that were
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Table 2

Psychiatrists” perceptions of the influence of patient factors in quality of

psychiatric care?

In general In own practice  Paired t test

Patient factor M SD M SD t df P

Treatment compliance 4.2 1.1 3.8 1.3 7.8 365 <.001
Beliefs about mental illness 4.1 1.1 3.7 1.3 9.4 367 <.001
Insurance status 4.0 1.3 2.7 1.6 15.1 367 <.001
Beliefs about health care 4.0 1.1 3.6 1.2 8.0 367 <.001
Income or ability to pay 3.9 1.3 2.6 1.5 159 367 <.001
Health literacy 3.8 1.1 3.3 1.3 10.0 363 <.001
Fluency in English 3.7 1.2 3.0 1.3 10.4 363 <.001
Type of insurance 3.6 1.2 2.5 1.5 12.8 366 <.001
Geographical region 3.3 1.3 2.2 1.3 13.5 360 <.001
Education 3.3 1.2 2.5 1.3 11.5 368 <.001
Race 3.0 1.2 1.9 1.1 16.5 368 <.001
Gender 2.4 1.1 1.7 1.0 13.0 368 <.001

 Possible scores range from 1, no influence, to 5, strong influence.

Table 3

Logistic regression modeling probability that psychiatrists believe that race is
more influential on quality of care in general than in their own practices

Variable OR 95% CI
Male 1.00 .60-1.68
White (reference: nonwhite) 3.21 1.91-5.37
Years in practice (reference: <5)
5-15 1.76 .62-4.97
16-25 6.28 2.03-19.43
>25 3.08 1.07-8.87
Unknown 3.00 .59-15.38
Practice setting (reference: university hospital)
Community hospital or community mental
health center .82 .37-1.80
Private practice 43 17-1.10
Department of Veterans Affairs or state hospital 55 .22-1.40
Other or unknown 44 15-1.26
Practice size (reference: <10)
10-20 1.36 .64-2.87
21-30 .65 .25-1.69
>30 1.11 .54-2.31
Unknown .69 .07-6.84
Percentage of patient population that is
non-Hispanic white (reference: 75-100)
0-25 .61 .28-1.33
26-50 1.07 51-2.21
51-75 74 37-1.47
Unknown 4.52 45-45.78
Number of professional meetings attended
annually (reference: 0-1)
2-3 .69 .33-1.47
4-5 .63 27-1.47
>5 1.12 49-2.57
Unknown .09 .002-3.73
Familiarity with racial disparities literature
(reference: not familiar)
Moderately 1.16 .68-1.98
Very .89 .39-2.03
Unknown 54 .04-7.79
Participated online .99 .54-1.80
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significantly associated with belief
were the respondent’s race and length
of time in practice (Table 3). Com-
pared with nonwhite respondents,
white respondents were more likely
to feel that race is more influential in
quality of care generally than in their
own practice. Additionally, respon-
dents who had been in practice for
more than 15 years were more likely
than those who had been in practice
for five years or less to believe that
race has a stronger influence on qual-
ity of care in general than in their own
practices.

Interest in educational programs
Almost one-quarter of respondents
(N=86 of 368, 23%) had participated
in an educational program to reduce
racial disparities in health care. Of
the 282 remaining respondents, 174
(62%) stated they would be interest-
ed in participating in such a pro-
gram. Moreover, most (N=279 of
366, 76%) felt that raising awareness
of racial disparities would be some-
what or very effective in reducing
such disparities.

Respondents who were not inter-
ested in participating in an educa-
tional program were compared with
those who had participated or would
be interested in participating. In bi-
variate analysis, more nonwhite re-
spondents than white respondents
were interested in participating in an
educational program (y?=<10.4, df=1,
p=.001). Respondents who worked in
a university setting were more likely
than respondents who worked in oth-
er settings to be interested in partici-
pating (y*=15.7, df=3, p=.001). Re-
spondents who had been in practice
longer were less likely to be interest-
ed (x?=8.8, df=3, p=.03). Self-report-
ed familiarity with the racial dispari-
ties literature was positively associat-
ed with interest (y2=12.4, df=2,
p=.001). Interest was not associated
with gender, racial-ethnic makeup of
the respondent’s patient population,
or number of professional meetings
attended annually.

Logistic regression was used to
model the likelihood that a respon-
dent was interested in or had partici-
pated in a disparities-reduction edu-
cation program. After controlling for
covariates, we found that respon-
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dents’ race-ethnicity, practice setting,
and familiarity with the racial dispar-
ities literature were independently
associated with interest in an educa-
tional program (Table 4). Nonwhite
respondents were more likely than
white respondents to be interested in
participating in an educational pro-
gram, as were those who practiced in
a university setting and those who
were moderately or very familiar
with the racial disparities literature.

Discussion

This study contributes insights into
the challenges to achieving racial-eth-
nic equality in mental health care.
Specifically, our findings suggest that
many psychiatrists are unfamiliar with
the body of literature on racial dispar-
ities and that, even among those who
are knowledgeable about disparities,
psychiatrists may be reluctant to ac-
knowledge their own role in con-
tributing to inequalities. Moreover,
although most psychiatrists felt that
increasing awareness of disparities
would help eliminate inequality, a sig-
nificant proportion was not interested
in participating in disparities-reduc-
tion programs.

Although most respondents felt
that psychiatrists had become more
aware of racial disparities in the past
decade, fewer than one in eight re-
ported familiarity with research on
racial disparities. This may suggest
that psychiatrists are aware that dis-
parities exist but are not well-versed
in the academic literature. Addition-
al research is warranted to deter-
mine how physicians learn about
health care disparities, as well as to
objectively determine physicians’
knowledge. Identifying gaps in
knowledge, as well as identifying
preferred sources of information,
will help guide the design of future
interventions.

Knowing that disparities exist is,
by itself, an insufficient impetus to
change. Health care providers will
be more motivated to change their
behavior if they believe their behav-
ior may contribute to racial-ethnic
disparities. Troublingly, not only did
respondents in this study believe
that disparities were more likely to
exist in other providers” practices
than in their own, but they also gen-

Table 4

Logistic regression modeling probability that psychiatrists are interested in
participating in a disparities-reduction program

Variable OR 95% CI
Male 1.33 71-2.52
White (reference: nonwhite) .39 20-.79
Years in practice (reference: <5)
5-15 .69 .14-3.48
16-25 1.08 22-5.28
>25 47 10-2.17
Unknown 77 .06-10.9
Practice setting (reference: university hospital)
Community hospital or community mental health center .16 .05-.53
Private practice 21 .06-.78
Department of Veterans Affairs or state hospital .29 .07-1.19
Other or unknown 12 .03-.52
Percentage of patient population that is non-Hispanic
white (reference: 75-100)
0-25 2.25 77-6.64
26-50 1.09 A47-2.52
51-75 1.09 .50-2.38
Number of professional meetings attended
annually (reference: 0-1)
2-3 2.42 .98-6.00
4-5 2.93 1.02-8.41
>5 1.81 .70-4.67
Familiarity with racial disparities literature
(reference: not familiar)
Moderately 2.59 1.35-4.94
Very 6.19 1.31-29.30
Unknown 57 .03-10.60
Participated online 1.20 .60-2.38

erally believed that disparities were
more prevalent in other medical
fields than in their own, a finding
that is consistent with other re-
search (16). We posit that this trend
reflects a natural discomfort that re-
sults when health care providers are
asked to consider their own contri-
butions to racial-ethnic inequalities.
Although it is distressing to address
others” contributions to disparities,
it is almost certainly more difficult
to consider our own discriminatory
and racially driven behavior, partic-
ularly when that behavior arises
from unconscious beliefs and as-
sumptions (10).

Our results indicate that recently
trained psychiatrists are more likely
to perceive racial disparities as equal-
ly prevalent in their own practices as
in other providers’ practices. This
may reflect an increased focus in
medical education on issues of race-
ethnicity, or it may reflect a more
general shift in cultural beliefs about
race and racial inequality among
younger generations. Somewhat con-
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tradictorily, however, physicians who
were more familiar with the dispari-
ties literature were more likely to see
disparities as more prevalent in other
physicians’ practices, suggesting that
education about racial-ethnic dispari-
ties may have an effect that is oppo-
site of what is intended. Physicians
who are more educated about dispar-
ities may believe they have been able
to achieve equality in their own prac-
tices, and this is indeed a valid possi-
bility but one that should be tested
empirically. Another possibility is that
familiarity with the research on racial
disparities does not itself render
physicians more willing to accept
their role in perpetuating inequali-
ties. Understanding the complex rela-
tionships between these various fac-
tors requires longitudinal studies that
measure changes in physicians™ atti-
tudes, beliefs, and behaviors over
time.

A limitation of this study is that our
sample may not be representative of
all psychiatrists practicing in the
United States, because members of
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the APA and psychiatrists who attend
APA meetings may be systematically
different from other psychiatrists.
Our response rate was adequate for
this type of study, but response bias
may limit the generalizability of our
results—that is, we cannot determine
whether psychiatrists who elected to
participate in the study are systemati-
cally different from those who did not
respond. Moreover, all data were col-
lected by self-report, which may
make comparisons less reliable. We
attempted to standardize responses
by defining all key terms, but our
findings must be interpreted as stem-
ming from respondents’ subjective
beliefs. Finally, the cross-sectional
study design prevents us from draw-
ing conclusions as to causation. Lon-
gitudinal research is needed to clarify
the direction of the relationships that
we have reported.

Conclusions

Once physicians have begun to con-
sider their own role in perpetuating
racial-ethnic disparities and have ex-
pressed an interest in changing their
behaviors, what are the most effective
interventions? Increasing awareness
of racial-ethnic disparities is useful
but insufficient (17). When educa-
tional interventions are undertaken,
they may be most effective when pre-
sented from within the provider com-
munity—for example, educational in-
formation presented by the APA or
other national or local professional
groups may be deemed more author-
itative and believable than informa-
tion from other sources (16).

Ideally, programs to reduce dis-
parities should include a component
to demonstrate the existence of dis-
parities within the physicians’ own
practices (17). For example, hospi-
tals or CMHCs may collect data on
patient outcomes or patient satisfac-
tion and examine these findings for
correlations with race-ethnicity. Re-
porting these findings to the treating
physicians may help physicians to
understand and accept the pervasive
nature of racial-ethnic disparities
(13). In the authors’ personal experi-
ence, however, a major limitation of
this approach is that such feedback
may be met with skepticism by
physicians who are not yet prepared
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to confront their own role in the ex-
istence of disparities. Broaching this
topic with physicians in a nonac-
cusatory and collaborative manner is
essential for success.

In addition to providing informa-
tion, programs to reduce disparities
in clinical care should also empha-
size cultural sensitivity and cultural
competence. Cultural sensitivity
refers to one’s insight into his or her
own cultural beliefs and experiences
(13), whereas cultural competence
refers to one’s ability to understand
and respond effectively to others’
cultural needs and to establish inter-
personal relationships bridging cul-
tural differences (7). Several compo-
nents of effective cultural sensitivity
and cultural competence training
programs have been described.
First, programs should help clini-
cians understand how their own ex-
periences affect their perceptions of
other races (13,18). Second, pro-
grams should help clinicians become
aware of the circumstances that acti-
vate racial-ethnic stereotyping (13).
Third, programs should introduce
communication techniques that help
clinicians approach their patients as
individuals; the “patient-centered
communication” approach is per-
haps the most widely described and
advocated of these techniques
(7,9,13,19). Finally, programs should
help clinicians learn to attend selec-
tively to relevant racial-ethnic and
cultural information and screen out
irrelevant information (20). Relevant
information may include cultural dif-
ferences in health beliefs, medical
practices, attitudes toward medical
care and the medical system, and
levels of trust of physicians (3). Rel-
evant information may also include
differences in incidence and preva-
lence of certain illnesses among spe-
cific groups and differences in phar-
macokinetics and pharmacodynam-
ics (ethnopharmacology) (3,21).

Ultimately, racial-ethnic dispari-
ties in health care will persist as long
as there are inequalities in our socie-
ty. Physicians, nonetheless, have the
special opportunity and obligation as
leaders within the health care com-
munity to improve the quality of care
and health outcomes of patients
from racial-ethnic minority groups.

High-quality, empirically driven in-
terventions may help physicians and
other health care providers come
one step closer to the goal of health
equality.
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Submit Management Problems to an Interactive Column

Readers of Psychiatric Services are invited to submit management problems en-
countered at their work site to the journal’s new interactive column, Case Stud-
ies in Public-Sector Leadership.

The editors of the column, Jules M. Ranz, M.D., and Susan M. Deakins, M.D.,
director and associate director, respectively, of the Columbia University Public
Psychiatry Fellowship (PPF) will use an electronic mailing list (e-list) to present
the problem to PPF fellows and alumni. The fellowship, which prepares psychi-
atrists for leadership roles in the public sector, emphasizes the importance of un-
derstanding systems and working in teams to solve problems, and the PPF e-list
has proved useful as a tool to generate a collaborative problem-solving process.
The first column, published in the October 2009 issue, addressed obstacles en-
countered at a community outpatient clinic during implementation of an initia-
tive to monitor the metabolic effects of second-generation antipsychotics.

Please send a description of the problem, along with contact information, to Dr.
Ranz at jmrl@columbia.edu.
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