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Child Psychiatrists as Leaders in Public
Mental Health Systems: Two Surveys 
of State Mental Health Departments
SStteepphheenn  MM..  SSoollttyyss,,  MM..DD..,,  MM..PP..AA..
SSccootttt  AA..  WWoowwrraa,,  BB..AA..
GGaarryy  LL..  HHooddoo,,  PPhh..DD..

The state department of mental
health is usually the single
largest provider of mental

health services for children in any
state. Services are provided through
direct patient care, through the man-

agement of clinical services provided
by private administrative agents, or
by county mental health authorities
and other local government entities.

State departments of mental health
usually have close working relation-

Objective: The purposes of the study were to document the administrative
roles that child psychiatrists play in the development of policy in state de-
partments of mental health and to identify barriers to their participation.
Methods: A survey was sent to the director of the department of mental
health in each U.S. state and territory to determine the administrative du-
ties of child psychiatrists who work in the department’s central administra-
tion. A follow-up survey was sent to directors of children’s services in state
departments of mental health to determine what skills child psychiatrists
would need to develop to increase their likelihood of being selected for ad-
ministrative leadership positions. Results: Nine of the 31 departments of
mental health that responded to the first survey had formalized central ad-
ministrative roles for child psychiatrists as either an administrative consul-
tant or a children’s medical director. The 19 respondents to the second sur-
vey indicated that to play a role in the central administration of state de-
partments of mental health, most child psychiatrists needed improved
knowledge in cultural competency, organizational dynamics, how govern-
ment functions, the use of an asset-based approach to dealing with families,
and use of interventions other than inpatient units, outpatient medication,
or psychotherapy. Conclusions: To improve the leadership role of child psy-
chiatrists in public-sector systems, training opportunities should be devel-
oped to increase their knowledge and skills in areas needed for effective
participation in policy development. Training should include formal didac-
tic instruction and clinical experiences that focus on the wide range of in-
terventions used in public-sector systems and on the administrative skills
needed for leadership positions. (Psychiatric Services 50:1591–1595, 1999)

ships with key members of the state
legislative and executive branches. As
a result, the department plays a
strong role in shaping policy initia-
tives that will affect mental health
services for children in both the pri-
vate and the public sector. If child
and adolescent psychiatry as a disci-
pline hopes to have a leadership role
in shaping mental health policy for
children, child psychiatrists need to
have a role in the leadership of state
departments of mental health.

The literature is especially silent on
what roles child and adolescent psy-
chiatrists play in public mental health
leadership. Published discussions are
more likely to address the role of psy-
chiatrists as a group rather than to try
to identify special roles subspecialists
may play (1–5). Similarly, the litera-
ture that addresses barriers to psychi-
atrists’ taking on administrative lead-
ership roles does not distinguish be-
tween general psychiatrists and child
and adolescent psychiatrists (6,7).

Rafferty (8) observed that before
the 1960s, child and adolescent psy-
chiatrists were largely excluded from
the power structure of state mental
health agencies due to a paucity of
services for children in adult-cen-
tered state hospitals. Because few
child psychiatrists had positions in
central administration before the
community mental health movement,
they were not considered for manage-
rial positions as the states began
building their community systems of
care. The main role of child psychia-
trists was to provide clinical services.
Rafferty further noted that the ab-
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sence of administrative participation
by child psychiatrists resulted in a
tendency for budgetary shortfalls to
occur in public child and adolescent
services through the 1970s and 1980s.
Such services tended to be regarded
as “add-ons” and were financed reluc-
tantly. Pumariega and associates (9)
have asserted that the medicalization
of psychiatry during the 1970s and
1980s led child and adolescent ser-
vices to move to a hospital-based, ter-

tiary care model and that this move in
turn led to spiraling costs in both the
private and the public sectors.

In the 1990s, with the advent of
public-sector managed care and other
cost-containment efforts, mental
health services have shifted to pri-
marily community-based systems of
care (10). The community-based
movement further circumscribed the
contributions of child psychiatrists to
public-sector leadership, because

their experience was predominantly
in inpatient settings. The lack of fa-
miliarity with today’s system of care
presents a significant barrier to child
psychiatrists’ ability to exert leader-
ship roles in public systems.

This paper presents the results of
two surveys that examined the roles
child psychiatrists currently play in
formulating public mental health pol-
icy, describes barriers to their in-
volvement in this area, and makes
recommendations for improving the
leadership role of child psychiatrists.

Methods
A preliminary point-in-time survey
was developed to obtain information
on the role child psychiatrists play in
the central administration of depart-
ments of mental health. The survey
used closed- and open-ended ques-
tions to ascertain what administrative
roles child and adolescent psychia-
trists play in central management of
departments of mental health and
what barriers might exist to their tak-
ing on administrative roles. With the
assistance of the National Association
of State Mental Health Program Di-
rectors, the survey was sent in August
1997 to the director of the depart-
ment of mental health in each of the
50 U.S. states and five territories.

Based on responses to the prelimi-
nary survey about skills or knowledge
that child psychiatrists lacked, making
them less suited for leadership posi-
tions than members of other disci-
plines, we developed a second survey
focused more narrowly on children’s
services. The second survey was dis-
tributed in February 1998 to direc-
tors of children’s services in state de-
partments of mental health through
the children’s services division of the
National Association of State Mental
Health Program Directors.

The second survey asked respon-
dents to assess the knowledge level of
most child psychiatrists in 12 key areas
on a scale of 1 to 10, on which 1 indi-
cated extremely poor knowledge and
10 indicated excellent knowledge of
the topic. Brief descriptions of the 12
key areas were provided (see accom-
panying box). On a second 10-point
scale, respondents were asked to indi-
cate the level of knowledge child psy-
chiatrists would need to assist effec-

SSuurrvveeyy  iitteemmss  ddeessccrriibbiinngg  kkeeyy  sskkiillllss  aanndd  aarreeaass  ooff  kknnoowwlleeddggee  nneeeeddeedd  bbyy
cchhiilldd  ppssyycchhiiaattrriissttss  iinn  lleeaaddeerrsshhiipp  ppoossiittiioonnss  iinn  ppuubblliicc--sseeccttoorr  mmeennttaall  hheeaalltthh
ssyysstteemmss

Principles of managed care: Principles of managed care and insurance
coverage issues, including rules and regulations of private indemnity insur-
ance, Medicaid, and Medicare; issues to be aware of when negotiating man-
aged care contracts and interacting with managed care companies; basic pro-
cedures for forming capitated or bundled rates of services

Personnel management: Recruiting and hiring effective staff members, 
motivating staff members to function as good team members and to work 
together with others, dealing effectively with difficult employees

Organizational dynamics: Understanding how large health care systems
work, mobilizing groups of people in an organization to work together to 
effectively produce needed change

Management ethics: Understanding the ethics of working in the public 
sector, including ethical principles of dealing with managed care and with
employees and other staff as well as upper-level managers

Community systems of care: Understanding the elements of systems of
care beyond inpatient and outpatient psychiatric services, including princi-
ples of case management, design of a continuum of care, knowledge of how
to function in settings besides inpatient and outpatient services, and use of
wrap-around services

Formal negotiation skills: Knowledge of techniques for negotiation in
management settings and for creating win-win situations when dealing with 
difficult people in managerial sessions

Health care law: Familiarity with legal topics beyond malpractice law, 
including application of the law to health care systems, antitrust law, 
antidumping statutes, application of the law to medical staff issues, and
knowing when to seek legal counsel

Directing committees or subcommittees: Knowing how to lead a com-
mittee or task force effectively to evaluate problems in service delivery

Office management: Using practical problem solving related to budget 
development, dealing with cost overruns on clinical units, and formulating
actions that will result in more cost-effective delivery of services

Cultural competency: Knowledge of the effects of culture on the presen-
tation of mental illness and of the impact of culture on use of mainstream
psychiatric services and the ability to apply that knowledge

Functioning of government: Understanding legislative processes, includ-
ing how laws are developed and passed and state budgeting and taxation
processes, and possessing the ability to work effectively with these processes

Role of families: Ability to view families not as sources of pathology but as
powerful resources capable of actively contributing to a child’s treatment and
to involve families effectively in treatment
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tively in developing policy and ad-
dressing administrative issues in state
departments of mental health. Differ-
ences between the ratings on the ac-
tual knowledge scale and the desired
knowledge scale were tested for statis-
tical significance using t tests (two
tailed) for correlated samples.

Participants in both surveys were
assured that their individual respons-
es would be kept confidential and
would be reported only in aggregate.

Results
The first survey
Respondents from 31 of the 55 states
and territories returned surveys. Elev-
en respondents were located in the
Midwest, nine in the East, six in the
West, and five in the South. Respon-
dents were directors of state depart-
ments of mental health or their de-
signees. Fourteen respondents were
psychiatrists, and seven were child
psychiatrists. Six respondents were
master’s-level social workers or family
services specialists, five were psychol-
ogists, and four had management or
administrative backgrounds. The dis-
ciplinary background of two respon-
dents was unknown.

Seven surveys were completed by
the director of the state department of
mental health. The others were dele-
gated for completion by the state med-
ical director (11 surveys), by children’s
services administrative staff (11 sur-
veys), and by administrators in other
roles (two surveys). We found no sig-
nificant differences between the re-
sponses based on professional back-
ground or administrative role.

Nine respondents reported that the
state had formally created a position
for a child psychiatrist who served as
an administrative consultant for chil-
dren’s programs. One respondent re-
ported that the state was developing
such a position, and two reported that
the state was using child psychiatrists
in an administrative capacity on a trial
basis to determine if establishing such
a position would be beneficial.

Of the formally established posi-
tions, six had been created in the last
six years. The only full-time-equivalent
(FTE) position was being converted to
a part-time position. The others were
.6 FTE or less. The duties of these
consultants were quite varied. All per-

formed clinical-administrative consul-
tation to help develop new programs
and improve existing ones or improve
services to difficult clinical popula-
tions. Five helped guide policy recom-
mendations and develop budgets.
Other roles included coordinating
training efforts, conducting utilization
reviews, serving as a liaison to other
agencies that serve children, and guid-
ing special projects or task forces. Re-
spondents were asked if the state
would keep the position in the face of
a 10 percent administrative budget
cut. They indicated that five states
would keep the position, one would
not, and three were undecided.

Twenty-two states had no formalized
administrative role for child psychia-
trists. Only seven of these states consis-
tently obtained input from clinicians in
the field on administrative issues.
Many respondents cited barriers that
prevent child psychiatrists from having
roles in central administration. Nine
held that child psychiatrists were hard
to recruit to meet clinical needs, much
less to act as administrators. Eight indi-
cated that budgetary issues and the ex-
pense of child psychiatrists were signif-
icant barriers to using them in central
administrative capacities. Six thought
that child psychiatrists do not under-
stand how government systems work,
lack basic administrative skills such as
personnel management and financial
management, or are unfamiliar with
the array of nontraditional services be-
ing developed in state systems to pro-
vide for a full continuum of care. Only
one of these six respondents indicated
that the state had a child psychiatrist
functioning in an administrative role.

Three respondents indicated that
because most of the state’s services
were provided to adults, children’s
psychiatric services did not need an
administrative child psychiatrist. Other
individual responses suggested that a
general psychiatrist serving as overall
state medical director would have
enough knowledge of child psychiatry
to provide input when needed, that
child psychiatrists wanted to dictate
courses of action rather than negotiate,
and that psychiatrists were not general-
ly used in central administration. Two
respondents indicated that their states
had just never thought of having a child
psychiatrist on the central staff.

Child psychiatrists did function in
roles not specifically designed for the
subspeciality. Five child psychiatrists
served as medical director or assistant
medical director for all psychiatric ser-
vices, one served as state director of
mental health, and one served as direc-
tor of children’s services. Only six re-
spondents reported that a child psychi-
atrist had ever been the director of chil-
dren’s psychiatric services for their
state’s department of mental health. In
three of these cases, no child psychia-
trist had held the position of children’s
services director in more than a decade.

The second survey
Twenty-one responses were obtained
from the 55 surveys that were distrib-
uted. Two surveys were dropped from
the analysis because they were com-
pleted improperly. Of the 19 respon-
dents whose surveys were used in the
analysis, six had a background in psy-
chology, five in health care adminis-
tration, and four in psychiatry. Three
were master’s-level social workers.
The disciplinary background of one
respondent was unknown.

Eleven respondents were state
children’s services directors, five were
other staff in the children’s services
division, and three were child psychi-
atrists providing services to the ad-
ministration of the department of
mental health. Survey responses from
seven states and territories in the
East, five in the West, four in the
South, and three in the Midwest were
used in the analysis. We found no sig-
nificant differences in the responses
based on the respondents’ profession-
al field or current administrative role.

As Table 1 shows, policy makers
rated the actual knowledge of child
psychiatrists in all 12 areas included
in the survey as significantly below
the desired level of knowledge ex-
pected of persons involved in policy
development. A post-hoc analysis,
with Bonferroni correction, revealed
no significant differences in ratings
based on respondents’ occupation or
geographic location. Child psychia-
trists were rated lowest in their un-
derstanding of systems of care be-
yond inpatient and outpatient inter-
ventions such as medication and psy-
chotherapy. They were considered
deficient in their knowledge of princi-
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ples of case management, in their skill
in designing programming for a full
continuum of care, and their likeli-
hood of using nontraditional wrap-
around services.

Policy makers also rated child psy-
chiatrists as having a poor understand-
ing of the role of families in public
mental health. Respondents indicated
that public systems prefer to view fam-
ilies as powerful resources whose
strengths should be enhanced, while
child psychiatrists tend to view fami-
lies as sources of pathology. Other ma-
jor deficiencies were perceived in
knowledge of cultural competency, or-
ganizational dynamics, and the func-
tioning of government.

Respondents rated child psychia-
trists as relatively knowledgeable in
management ethics, health care law,
and formal negotiation skills. Fourteen
respondents indicated they would
make greater use of child psychiatrists
in policy development, at least as part-
time consultants, if they found child
psychiatrists who were better trained
in the areas covered in the survey.

Discussion and conclusions
Before discussing the results, poten-
tial weaknesses of the study must be
noted. First, although survey respons-
es were received from states that were
geographically representative of ma-
jor regions of the U.S., the moderate

response rate may reflect a selection
bias that limits the generalizability of
the findings. Respondents with strong
feelings on the subject may have been
more likely to reply, which may have
skewed the results. In addition, many
surveys were completed by staff other
than the department or service direc-
tors to whom the survey had been
sent. Thus the survey responses
should be interpreted as the opinions
of the population who actually com-
pleted the survey.

Second, one must be cautious about
making recommendations based on
policy makers’ perceptions of child
psychiatrists. Perceptions may not re-
flect reality. However, these percep-
tions belong to key policy makers who
control whether child psychiatrists
have a “place at the table.” If these
perceptions are wrong, then child psy-
chiatrists still must demonstrate that
fact to the policy makers. A follow-up
study that would examine respon-
dents’ experiences with child psychia-
trists, including how long and how
closely the respondents have worked
with child psychiatrists and in what
settings, could help clarify whether
these perceptions are wrong.

Third, the results reflect a point-in-
time snapshot of policy makers’ opin-
ions. Longitudinal surveys would be
needed to determine if these percep-
tions of child psychiatrists are persis-

tent in public mental health or are
merely a transient finding reflecting
the opinions of people in authority at
this time. Finally, the survey instru-
ments have not been standardized or
otherwise tested. For the second sur-
vey, no comparative data showing how
other disciplines would have fared in
terms of actual or ideal levels of
knowledge are available.

With these limitations in mind, the
survey results can be used to paint a
picture of the ideal child psychiatrist
likely to be recruited to assist in pub-
lic-sector policy development. This
psychiatrist is a skilled clinician who is
familiar with the strengths and weak-
nesses of common public-sector treat-
ment options, such as family preserva-
tion programs, therapeutic foster
homes, or wrap-around services. The
psychiatrist is comfortable with using
these services, rather than inpatient or
long-term residential services, when a
child’s condition is deteriorating.

Although the ideal child psychiatrist
understands how family dynamics may
contribute to a child’s psychopathology
and may recognize the need for family
members to change, he or she is will-
ing to build on the family members’
strengths in a culturally sensitive way
and to redirect staff who focus on their
weaknesses. The psychiatrist truly be-
lieves that usually, with the proper
supports, the child will be better off
with parents who have some flaws than
in a residential institution.

Being sensitive to the professional
dynamics of the organization, the ide-
al child psychiatrist can effectively ne-
gotiate with other professionals when
there are differences of opinion and is
a skilled, considerate manager of per-
sonnel. The psychiatrist stays in-
formed about current general trends
in health care administration, the law,
and public health policy and looks for
ways to apply them to public-sector
concerns. The psychiatrist does not
try to dodge administrative assign-
ments, but accepts them willingly and
works diligently on them with a view
that such tasks are the price one pays
to have a place at the policy table.

We have three recommendations to
encourage the development of child
psychiatrists who are more likely to be
recruited for policy development
work in the public sector. First, public

TTaabbllee  11

Respondents’ ratings of actual and desired levels of skills and knowledge of child
psychiatrists in 12 key areas for leadership in public-sector mental health systems1

Actual level Desired level
Differ-

Key area Mean SD Mean SD ence2 t df p<

Principles of managed care 4.47 2.04 8.05 1.43 3.58 8.23 18 .001
Personnel management 4.63 1.95 8.21 1.36 3.58 7.66 18 .001
Organizational dynamics 4.11 2.35 8.22 .92 4.11 7.43 17 .001
Management ethics 6.11 2.21 8.83 .90 2.72 6.17 17 .001
Community systems of care 4.26 2.78 9.47 .60 5.21 8.61 18 .001
Formal negotiation skills 5.22 2.22 8.17 1.26 2.95 6.71 17 .001
Health care law 4.72 1.94 7.39 2.03 2.67 7.20 17 .001
Directing committees 5.39 1.98 8.44 1.26 3.05 8.16 17 .001
Office management 3.63 1.90 7.32 2.03 3.69 6.49 18 .001
Cultural competency 4.83 2.69 9.22 1.03 4.39 7.45 17 .001
Functioning of government 3.47 1.93 7.47 1.87 4.00 7.80 18 .001
Role of families 4.74 2.61 9.21 1.00 4.47 7.35 18 .001

1 Respondents were 19 directors of children’s services in state departments of mental health or their
designees. Ratings were made on a 10-point scale ranging from 1, extremely poor knowledge or
skills, to 10, excellent knowledge or skills.

2 Difference between the desired mean and the actual mean
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child mental health services are in-
creasingly being provided in mobile
family preservation programs, family
treatment homes, and other settings
outside traditional clinics. Children in
crisis are managed by mobilizing a
flexible array of wrap-around services
rather than by admitting them to a
hospital. Child psychiatry residency
programs need to ensure that trainees
have a rotation in a public child psy-
chiatry program, either as required
curriculum or as an elective. Current
accreditation standards for child psy-
chiatry residencies do not include
training in public-sector programs as a
requirement (11). Practicing psychia-
trists need to expand their familiarity
with these new services and training
strategies. Recent contributions in the
literature reflect this trend (12,13).

Second, the administrative content
of child psychiatric training programs
must be broadened beyond discus-
sions of managed care. This training
should include a didactic series, pro-
vided throughout training, on person-
nel management, work motivation
theory, quality improvement and out-
comes measurement, financial man-
agement and budgeting, negotiation
skills, public mental health systems,
and organizational dynamics. Lec-
tures should be supplemented by su-
pervised administrative experiences,
such as serving on a quality improve-
ment committee, throughout training.

This preparation will produce child
psychiatrists who are better equipped
to assume both clinical and adminis-
trative leadership roles in settings that
range from private practice to large
public mental health systems. Current
accreditation standards do not require
any didactic content in administrative
topics. Although accreditation stan-
dards for child psychiatry residencies
require administrative experiences in
which the residents function in posi-
tions of leadership, the standards are
vague about what constitutes an ade-
quate experience (11).

Some may argue a two-year training
program is barely long enough to in-
clude the required clinical curricu-
lum, without adding an expanded cur-
riculum in administrative skills. It
could also be argued that expanded
administrative training should be pro-
vided in an administrative fellowship

for those interested in management.
However, in today’s health care envi-
ronment the administrative and busi-
ness aspects of medicine permeate
every part of mental health. Clinical
psychiatrists without administrative
skills run the risk of becoming little
more than skilled workers who find
that steadily greater degrees of their
autonomy are taken from them by
managers from other fields with such
skills (14–16). Mental health care is
not just a clinical profession any more.
As distasteful as the idea may be, it is
also a business. To ensure good pa-
tient care, psychiatrists must be fluent
in the language of management.

Third and finally, child psychiatrists
should consider it a privilege to be in-
volved in the central planning of a
public statewide system of care. Such
work offers the chance to influence
the mental health care of thousands of
children. Child psychiatrists should
not squander this opportunity, even if
the financial compensation for this
work is less than that for the same
amount of time in other endeavors. As
an alternative to employment of indi-
vidual child psychiatrists in the central
administration of public-sector sys-
tems, state delegations of the Ameri-
can Academy of Child and Adolescent
Psychiatry could establish formal li-
aisons with their state department of
mental health with the aim of provid-
ing ongoing input on children’s mental
health policy issues.

As public systems of care evolve,
child psychiatry’s influence on the di-
rection they will take can be increased
if child psychiatrists are better pre-
pared to take on leadership roles in
these systems. Child psychiatry resi-
dency programs can help improve
child psychiatrists’ potential for lead-
ership by providing training about the
wide range of treatment interventions
and support services used in public-
sector systems and by incorporating
administrative topics and experiences
into the curriculum throughout the
residency. Child psychiatrists should
be encouraged to consider it a privi-
lege to be involved in planning a
statewide system of care. ♦
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