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The role of the psychiatrist in com

munity mental health centers

(CMHCs) has been discussed, de
bated, and argued about for more

than 20 yean (1). Although there has

yet to be agreement about what

psychiatrists' roles should be, their

actual involvement in CMHCs has

changed markedly over chat time.

Not only has the percentage of psy

chiatrists on CMHC staffs de

creased, but fewer psychiatrists hold

CMHC leadership positions (2—4).

Indeed, there is concern that psychi

atrists in CMHCs are being increas

ingly relegated to signing forms and

writing prescriptions and that con

trol over treatmentdecisions is being

assumed by nonmedical profession

als who lack the training to fully ap

preciate the biopsychosocial com-
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plexities of seriously mentally ill pa

tients (5).

While most psychiatrists view

their changing role in CMHCs with

alarm (6,7), many nonmedical men

tal health professionals seem re

lieved to be free of the domination

and perceived limitations of the

medical model (8). Whether these

changes are considered good or bad,

it is clear that a problem exists in the

relationship between psychiatry as a

profession and CMHCs. In view of

this ongoing debate, we offer our

thoughts about what we consider to

be essential roles and nonessential

but highly desirable roles for psychi

atrists in the CMHC setting.

Essential roles

The physician in a CMHC fills two

roles that cannot be filled by other

mental health professionals. The

first is that of medical expert, the

second that of legal or medical au

thority.

Medical expert. The main role

filled by a psychiatrist is that ofmed

ical expert. This role includes such

activities as evaluating for medical

illnesses that might present as psy

chiatric; helpingevaluate, triage, and

treatpurely medical illnesses; assess

ing and monitoring patients so that

psychotropic medications can be ap
propriately prescribed; and acting as

translator between nonmedical staff
and other community physicians.

Legal ormedicalauthority. The
second necessary role—that oflegal

or medical authority—is based on

the M.D. degree rather than on any

necessary expertise. Third-party
payers, courts, and even employers^,

often require a letter from "the

doctor" rather than from staff who

know the patient best. Negotiating

with outside agencies such aswelfare

or social services,the legal system, or

other parts of the medical system—

and even with the patient and his or

her family—frequently requires the

clout of the M.D. degree.

The necessary roles ofthe psychi

atrist in the CMHC are important

but not particularly controversial.

The question is what other jobs the

psychiatrist mighthave in addition to

the two mentioned above. That

depends on one's pointofview. One

might argue that certain roles should

be the psychiatrist's, based on his

tory, administrative decree, or state

law, but today these arguments have

less and less sway. If we as psychia

trists wish to play more than a mini

mum role and ensure that CMHC

patients benefit from our expertise

aswell as ourpharmacology, thenwe

will have to argue additional roles

and tasks forourselves, based on our

individual competence.

Nonessential but

desirable roles

In our view, there are at least four

nonessential roles that are desirable

for the psychiatrist: assessor, gen-

eralist, teacher, and scholar. We

believe that psychiatrists who are

both interested in and appropriately

trained for these roles are more like
ly than other mental health profes

sionals to have the expertise and

competence to fill them. While the

psychiatrist is not the only one who

can fill them, these roles should be

assigned, formally or informally, to

the mostexpertmemberofthe team.

Ifpsychiatry is interested in having a

broader rather than narrower role

within CMHCs, it becomes the re

sponsibility of training institutions

and psychiatrists themselves to en

sure that they have the required de

gree of competence as assessors,

generalists, teachers, and scholars

(9.10).

Assessor. First, the psychiatrist

can play an important role in the ini

tial assessment and treatment plan

ningprocesses,one thatgoesbeyond

the essential roles of just screening

for medical illness and assessing for

medication needs.The organized in

formation gathering that occurs in

initial assessments is emphasized far

more in physician training than in
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training other mental health profes

sionals. An organized initial assess

ment is particularly important for a

severely ill patient.

Similarly, active involvement in

the treatment planning process af
fords the psychiatrist the chance to

be involved in all aspects of the

patient's treatment. While there is

no particular advantage in requiring

the physician to be in charge of the

intake process, a psychiatristwho has

broad-based expertise and interest

can help suggest or consider different

treatment approaches and help to in

tegrate these approaches into a com

prehensive treatment plan.

Generalise Second, the psychia

trist is in an excellent position to be

the team generalist. It is important

for someone to know something

about all aspects of mental health

treatment in order to be aware ofand

to call in particular expert services

when needed, thus making use of

approaches that are somewhat out of

context with how the patient is being

treated. While many psychiatrists are

too narrowly trained to fulfill this

role, the potential exists in somepsy

chiatric training programs forpsychi

atrists to develop true expertise as

generalises.

Psychiatrists serious about being

generalises mustdevelop expertise in

many areas not included in tradition

al training. Those preparing to work

with the difficult patient should be

trained in how to combine behav

ioral interventions, family therapy,

psychosocial rehabilitation, intra-

psychic dynamic considerations, and

psychopharmacology into one in

tegrated package.

Psychosocial rehabilitation, fami

ly therapy, and psychoeducational

models for working with families are

particularly important areas in which

physicians in CMHCs should be

trained. They should also be well

versed in the area ofcrisis interven

tion, both as treaters and as consul

tants. Behavior therapy, behavioral

contracts, and paradoxical therapy

can also be enormously useful as an

adjunctive approach for particular

patients. The psychiatrist's expertise

in psychotherapy, particularly in the

transference and countertransfer-

ence processes, can help the team or

particular staff members clarify why

they are feeling so angry toward a

particular patient.

Basic knowledge ofmental health

law and economics is also critical.

Certainly social psychology and the

psychology of groups, along with

some less academic topics such as

local politics and the impact of

changes in health insurance, are all

areas in which a knowledgeable psy

chiatrist can contribute to the rest of

the mental health team. With this

kind of broad-based, integrative

training, psychiatrists can be tremen

dously helpful in developing treat

ment plans that use multiple ap

proaches and therapies.

Teacher. A third nonessential but

desirable role for theCMHCpsychi

atrist is that of teacher and clinical

consultant—about mental illness in

general and psychotropic medica

tions in particular. The psychiatrist in

this role might make formal presen

tations to the staff, give lectures in

the community, or engage in fre

quent case consultation on a case-by-

case basis.

Teaching other mental health

professionals by involving them in

decisions about why a particular

medication was chosen, why a par

ticular dose was chosen, or why

changes were made can be another

very important aspect of this role.

Indeed, the more the nonmedical

staffknow about what information is

needed and how the decisions are

made, the more likely they are to be

useful in bringing relevant and ap

propriately organized information to

the psychiatrist's attention and to

engage in a cooperative relationship,

thus ensuring that the most effective

clinical'decisions are made.

Psychiatrists can work to facilitate

the consultative nature of their rela

tionshipwith the rest ofthe staffand,

as consultants, can be useful in many

ways beyond those that are essential

ly medical. Forinstance, a request for

medication consultation may be

precipitated by a nonmedical staff

member's sense that the case is not

going well; at times a request for

general consultation and review is

based on more explicit concerns.

The psychiatrist can also help the

team put theirday-to-day experience

in a largercontext. Front-line workers

faced with finding the same chronic

mentally ill patientyet another apart

ment or dealing with the fourth

round of an oft-occurring crisis can

be helped greatly by the psychiatrist

who can step back and provide some

helpful perspective, perhaps by

noting the decrease in frequency of

crises or in psychiatric hospitaliza-

rions over the last two years. Such

perspective is hard for line staff to

maintain on a day-to-day basis.

Although the role of teaching or

community liaison to social service

agencies, courts, welfare agencies, or

other possible resources is not uni

quely open to physicians, it is anoth

er easy one for them to fill. Outside

agencies generally respond well to

physicians, and the interest of the

physician frequently paves the way

for a service liaison or a cooperative

arrangement that might require

more negotiating by another mental

health professional.

Scholar. The fourth role for the

psychiatrist is that of a scholar. We

do not mean just someone who hap

pens to be connected with a univer

sity, but rather someone who can

help the rest of the mental health

team stay current with the relevant

literature as well as providing a con

ceptual overview of the day-to-day

work accomplished. The psychiatrist

who is well trained and who contin

ues to read can bring in carefully se

lected papers that are particularly ger

mane to problems the staffhave faced.

Conclusions

Although many ofthe roles that can

be filled by a psychiatrist can also be

filled by other professionals, some

roles, particularly those with medical

and legal ramifications, make the

psychiatrist a needed part of every

community mental health center

staff. There are other roles—asses

sor, generalist, teacher, and scho

lar—forwhich a psychiatrist, ifinter

ested and appropriately trained, may

have an advantage in developing the

required expertise. But because

these roles canbe assumed by others,

a psychiatrist who is not appropri

ately prepared cannot demand that

certain roles "should" be left to the

psychiatrist.
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Psychiatrists can do their part to

maintain their usefulness and impor

tance within theCMHC by develop

ing a broad range ofskills in addition
to their basic medical expertise.

CMHCadministrators, in turn, need

to make sure that the psychiatrist's

role is not limited to prescribing

medication. We believe that if psy

chiatrists are forced to relinquish too

many oftheir roles, CMHCs will not

be an attractive place for them to

work, and recruitment of psychia

trists to CMHCs will continue to be

an increasing problem. Given a

cooperative approach, psychiatrists

can end up feeling professionally

validated, while nonmedical mental
health professionals can continue to

fill important roles that were at one

rime reserved for physicians.
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Unusual Case Reports

Melancholia and Orders

to Restrict Resuscitation

Conrad M. Swam, Ph.D.,

M.D.

Carole Stewart, R, N.

To protect patients' rights and to as

sure the quality of medical judg

ments, standards governing the is

suance oforders to restrict resuscita

tion have been developed (1). This

report describes circumstances in

which agroup ofmedical profession

als repeatedly approved orders to

withhold resuscitation in conflict

with such standards. It suggests the

need to incorporate additional pre

cautionary measures into standards

for restricting resuscitation of pa

tients with a diagnosis of functional

psychiatric illness.

Case report

A 69-year-old Caucasian man was

admitted to a general hospital psy

chiatric ward after his wife com-

lained about his poor appetite, med

ication refusal, and feelings ofhope

lessness. He appeared pained,

cachectic, intensely sad, and hypoac-

tive; showed generalized weakness;

and failed to follow simple com

mands. His sparse speech was dom-
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inated by guilt and hopelessness. He

admitted no suicidal thoughts, delu

sions, or hallucinations. His vital

signs were within normal range,

and he had no history of substance

abuse.

Ten years before admission the

patient had suffered from his first

bout of depression and recovered

without treatment. He had been

suicidal and severely depressed

three years before the current hospi-

talization, but treatment with a

variety of antidepressants proved

unsuccessful. Each oftwo courses of

electroconvulsive therapy (ECT) led

to a full but temporary remission.

Two years before the patient's ad

mission, he and his wife, a retired

nurse, had signed uniform standard

living wills directing that if(and only

if) he or she were in a terminal state

with death imminent from an in

curable condition, life-sustaining

procedures that would only prolong

dying were to be withheld. The

living will was to apply even if the

patient became incapable of giving

directions.

Soon after admission, the patient

fell into a depressive stupor, fol
lowed by pneumonia with dehydra
tion. After resolution of die pneu

monia, a no- resuscitation order was

written; die accompanying note sim
ply claimed die patient s living will as
justification. The patient received

regular nasogastric feedings; his

weight stabilized, buthe did notwalk.

Four months after admission the

county court judged the patient

legally incompetent and appointed

his wife as his guardian. The patient

revealed suicidal thoughts. With
consent from his wife, he received

ten bilateral brief-pulse ECTs, which

resulted in full remission of his de-
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Letters

Lettersfrom readers are welcomed.

They will be published at the dis

cretion ofthe editoras spacepermits

and■will be subject to editing. They

shouldbe a maximum of500 words

with no more than five references

and should be submitted in dupli

cate, typed double-spaced. Writers'

affiliations will be published.

Psychiatrists' Roles in CMHCs

To the Editor: While I have the ut

most respect for my community psy

chiatry colleagues Drs. Diamond,

Stein, and Susser, and while I ap

preciate their taking another cut at

the complex issue of the community

psychiatrist's roles in their February

paper (1), I worry that their delinea

tion of essential and nonessential

roles will perpetuate the all-too-

prevalent practice of marginalizing

psychiatrists in many community

mental health settings.

It is important to note that Drs.

Diamond, Stein, and Susser practice

in community mental health settings

that have strong academic ties. Typ

ically, psychiatrists who practice in

CMHCs affiliated with an academic

center or a hospital or both experi

ence less role strain than their coun

terparts in freestanding CMHCs. I

suspect that in academic- or hospital-

affiliated CMHCs there is implicit, if

not explicit, delineation of the

psychiatrist's leadership role. It is the

erosion of the psychiatrist's clinical

leadership role, particularly in free

standing CMHCs, that has prompt

ed both the formation of the Ameri

can Association of Community Psy

chiatrists (AACP) and the develop

ment of the Guidelines for Psychiat

ric Practice in CMHCs by AACP and

the American Psychiatric Associa

tion (APA) (2).

Drs. Diamond, Stein, and Susser

identify only two roles as essential for

psychiatrists in CMHCs—those of

medical expert and oflegal and med

ical authority. However, in an effort

to reverse the inappropriate mar

ginalizing of psychiatrists and their

utilization only in these two roles—

for medication checks or for signing

reimbursement and other forms—

the guidelines spell out comprehen

sively what the clinical leadership

role ofthe psychiatric medical direc

tor entails.

I believe that the guidelines essen

tially advocate that the CMHC psy

chiatrist, particularly the medical di

rector, fulfill his or her overall clinical

leadership role by being the assessor,

the generalist, and the teacher—roles

the authors identified as nonessential

but desirable—as well as the medical

expert and the legal or medical au

thority. It seems to me that these

roles collectively constitute the

psychiatrist's clinical leadership role.

V fear that to regard the roles of

assessor, generalist, and teacher as

nonessential forCMHC psychiatrists

and to fail to advocate for the broad

clinical leadership role delineated in

the AACP and APA guidelines will

simply perpetuate problems with

quality of care for patients as well as

the problems in recruitment and

retention of psychiatrists that cur

rently exist in many CMHCs, espe

cially those that are freestanding.

Early in the community mental

health movement, psychiatry was

clearly in charge, both administra

tively and clinically. With the

waning of psychiatrists in executive
director positions, there has been a

concomitant slippage in the number

of psychiatrists in clinical leadership

positions. While a psychiatrist need

not be the executive director of a

CMHC, it is now the position of

AACP and APA that all mental

health centers should have medical

directors! The clinical leadership

functions of these medical directors

are delineated comprehensively in

the guidelines:

Gordon H. Clark, Jr., M.D.
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To the Editor: We were surprised

that the one role we consider to be

essential, that of a scientist, was not

discussed by Drs. Diamond, Stein,

and Susser (1) in their commentary

on roles ofpsychiatrists in communi

ty mental health centers. Psychia

trists who work in CMHCs are in the

fortunate position of having a com

prehensive scientific background

that in many cases also includes both

practical and theoretical knowledge

about research skills and quality as

surance programs. Patients seen in

CMHCs are a tremendous potential

source of research interest and data.

Basic scientific methods applied to

' quality assurance programs within

such centers can greatly improve

clinical skills, patient treatment pro

grams, and staff morale.

From our experience working in a

CMHC in an isolated part of Aus

tralia, where the nearest psychiatric

admission center is 500 kilometers

away, we have found that the psychi

atrist has been able to greatly im

prove the clinical management ofpa-
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tients in his role as researcher and

quality assurance expert. We have

used our research studies to success

fully argue for greater resources and

to improve the data collection sys

tems that we use routinely. Our re

search is now beginning to lead to

publication.

Members ofthe community men

tal health team, including ourselves,

are presenting our findings at confer

ences and workshops in Australia.

There is no doubt that this type of

activity, and the ensuing success, has

very greatly lifted the morale of the

mental health team,which, ofcourse,

leads to improvement in the quality

of their work with patients.

We do not know if research is

widely conducted in community

mental health centers in the United

States, but we feel that any psychia

trist working in a CMHC should

certainly consider che possibility.

Peter Yellowlees, M.D.,

F.R.A.N.Z.C.P.

Mark Hemming, R.M.N.
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South Wales, Australia.

In Reply: We appreciate the

thoughtful responses to our article by

Dr. Clark and by Dr. Yellowlees and

Mr. Hemming. We agree with Dr.

Clark that it is important for psychi

atrists working in CMHCs to have

roles that extend well beyond the

"essential" roles of narrowly defined

medical expertise and medical au

thority. As members ofthe American

Association ofCommunity Psychia

trists, we agree with Dr. Clark that

CMHCs should have psychiatrists as

medical directors with broad clinical

leadership roles.

Our own roles in our respective

CMHCs and community outreach

programs have included a more

holistic leadership role, and the psy

chiatric residents who train in our

programs would not be willing to

work in a CMHC that limits their

role to prescribing medication and

signing forms. Well-trained psychi

atrists have expertise that includes

assessor, generalist, and teacher, and

CMHCs that want to attract and

retain the best of our profession will

have to ensure that all the expertise

of their psychiatrists will be

respected and used.

Where we disagree with Dr. Clark

is in his assumption that one can

legislate this broader leadership role.

Saying that the psychiatrist should

be the assessor or generalist will not

make it so if other members of the

interdisciplinary team are more com

petent to fulfill these roles. If the

psychiatrist has little to add to what

can be done by nonmedical profes

sionals, a required review by the psy

chiatrist inevitably becomes an

empty, pro forma exercise. Ifthe psy

chiatrist has much to add, the other

team members will seek out his or

her consultation because they find it

useful, whether the review is formal

ly required or not.

Of course, structural barriers in

some CMHCs interfere with this

process. An expectation that psychi- •

atrists be scheduled for a "med

check" every 15 minutes, discourag

ing contact with others, or a strong

adversarial relationship between pro

fessional groups will all make consul

tation difficult and may make it im

possible to develop a leadership posi

tion. Psychiatrists with broad train

ing, including training in such areas

as how to be an effective consultant,

can often overcome these initial bar

riers and carve out a comprehensive

role for themselves.

In summary, we agree with Dr.

Clark that psychiatrists need to have

more central rather than marginal

ized roles in CMHCs. However, we

believe chat appropriate training and

demonstrated competence are more

likely to lead to this end than policy

statements that do not address the

underlying realities of the rela

tionship between the psychiatrist

and the CMHC.

The comments by Dr. Yellowlees

and Mr. Hemming clearly address an

oversight on our part. Because

CMHCs and community outreach

programs give care over long periods

of time in naturalistic settings, they

provide unique and exciting oppor

tunities to investigate a wide variety

of research questions that cannot be

studied elsewhere. These include

longitudinal studies of the course of

illness and evaluation ofclinical pro

grams, patients' quality of life, and

patterns of staff interaction. We also

agree that such endeavors, when un

dertaken by a multidisciplinary

team, enhance the morale and quality

ofwork done by center staff.

Ronald J. Diamond. M.D.

Leonard I. Stein, M.D.

EZRA SUSSER. M.D.

Obsessions and Compulsions

To the Editor: The progress report

by Drs. Foa and Kozak (1) on the

DSM-IV diagnostic criteria for ob

sessive-compulsive disorders in the

July issue is marred by misunder

standings. It is simply false to claim,

as they do, that "the traditional

view" maintains that "obsessions are

mental" and "compulsions are be

havioral," or that "obsessions and

compulsions can be independent of

each other," or that "individuals can

always recognize that their obses

sions and compulsions are senseless."

Furthermore, the DSM-H1-R ap

proach to obsessions and compul

sions is easy to criticize, reflecting as

it does many decades of neglect and

disinterest in phenomenology. How

ever, the authors take an admittedly

bad situation and make it worse.

Traditionally, the term obsession

refers to besiegement. In the Middle

Ages, for example, agents of the In

quisition attempted to distinguish

between individuals possessed by

demons and those merely obsessed by

them. With respect to obsession (2),

the devils and demons vexed, hov

ered about, and harassed the victim,

but they did not possess him, which

means that they did not enter into his

body and soul and totally overcome

him. Possession was somehow re

sisted (2). In psychiatry, the distinc

tion between obsession and posses

sion is replaced with a distinction

between obsession and delusion. The

one must be understood in contradis

tinction to the other.

The term compulsion has equally

old usage and refers to the condition

of being compelled, constrained,

obliged, or coerced. By this usage,

actions and behaviors can be com

pelled, but so can thoughts, moods.
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