
Objectives: Previous surveys of the alumni of Columbia University’s fellow-

ship in public psychiatry suggest that a large number of alumni fill positions

as program medical directors. In contrast with agency medical directors,

program medical directors work within team structures and maintain a high

degree of clinical involvement. The fellowship faculty surveyed the alumni

to catalog the tasks performed by program medical directors, agency med-

ical directors, and staff psychiatrists and to determine the extent to which

these tasks contribute to job satisfaction. Methods: A survey form was devel-

oped using a list oftasks derived from the American Psychiatric Association’s

guidelines for psychiatrists working in organized mental health care deliv-

ery systems and from a recent article that surveyed job descriptions of psy-

chiatrists in community mental health centers. The survey form was distrib-

uted to all current fellows and alumni in active practice (N 89). Results and

conclusions: Seventy-two forms were returned, for a response rate of 81 per-

cent. Respondents who were medical directors performed a greater variety

of tasks and reported higher job satisfaction than those who were staff psy-

chiatrists. Higher job satisfaction was related to a greater variety of tasks

performed, especially tasks involving clinical collaboration. Most of the re-

spondents were program medical directors rather than agency medical di-

rectors. The position of program medical director constitutes a relatively

small and attainable step above that of staff psychiatrist. Agencies would do

well to consider creating positions of program medical directors for their

staff psychiatrists whenever feasible, and psychiatrists committed to public-

sector careers should negotiate to have such positions. (Psychiatric Services

48:915-920, 1997)
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T he disaffection of qualified and

capable psychiatrists from pub-

lic-secton mental health care

has been long noted (1,2) and consti-

tutes a major public mental health

crisis in this country. How did this sit-

uation develop?

As the locus of care for psychiatric

patients moved from the hospital to

the community over the past 40 years,

psychiatrists lost the positions of

leadership they held in state hospi-

tals. In President Kennedy’s land-

mark 1963 Community Mental

Health Centers (CMHC) Act, it was

assumed that CMHCs would be di-

rected by psychiatrists, as had the

state hospitals before them. Indeed,

many early centers were established

and administered by psychiatrists,

and in 1971 more than half were

headed by psychiatrist administra-

tons (2). But the National Institute of

Mental Health’s original mandate

that CMHCs be directed by psychia-

trists was later broadened to include

other mental health professionals,

and subsequently the proportion of

centers directed by psychiatrists de-

dined to 22 percent by 1977 (3) and

to 8 percent by 1985 (4).

As leadership passed into the

hands of other mental health profes-

sionals, the appeal of CMHCs as

practice settings for psychiatrists be-

gan to diminish. In the early 1980s

many publications described the se-

vere disaffection that psychiatrists

working in CMHCs were beginning

to experience (5,6). The reasons for

the disaffection were myriad (2,3), re-

sulting from many changes in the po-

litical, economic, and professional

climates ofmental health services de-

livery. Compared with other mental

health professionals, psychiatrists are

relatively scarce and constitute high-

cost staff for fiscally constrained

agencies, so service needs often force

psychiatrists to devote their time al-

most exclusively to direct patient

cane. Nonbillable services, such as
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consultation, training, and supervi-

sion, are devalued.

Since funding cutbacks have ad-

versely affected job satisfaction at

CMHCs, psychiatrists have found it

easier than other mental health pro-

fessionals to leave these settings for

more lucrative practices. This trend

has resulted in a shift to more part-

time employment by psychiatrists at

the centers, pushing them toward pe-

ripheral roles as consultants. Mean-

while, other mental health profes-

sionals, who are more likely to be

employed full time in CMHCs, are

assuming leadership positions (7).

As psychiatrists’ roles in CMHCs

have l)ecOme more marginalized,

their dissatisfaction has grown. A

1985 survey of 220 psychiatrists

working in CMHCs revealed that al-

though many chose to work in those

settings because of the desire for

community service, role conflicts at

the centers were the most frequently

cited reason for leaving (8). When re-

spondents were asked to identify the

most critical variable that did or

would cause them to leave a CMHC,

61 percent of all responses related to

conflict over the psychiatrist’s role,

the psychiatrist’s value, or both.

Indeed, many psychiatrists have

complained that CMHCs often seem

to prefer psychiatrists who will do lit-

lie more than write prescriptions and

sign insurance forms (9). They have

reported feeling underappreciated,

underutilized, underpaid, and clini-

cally vulnerable. In a 1987 survey by

Clark and Vaccaro (10), CHMC psy-

chiatnists noted a decreased variety

of tasks, responsibility without au-

thority, lack of stimulation, and pro-

fessional isolation. Other researchers

have noted psychiatrists’ concerns

about pressures that compromise

professional ethics (11).

However, notwithstanding the

complaints of the psychiatrists who

participated in Clark and Vaccaro’s

survey (10), 69 percent reported that

they were generally satisfied with

their work at CMHCs. The factors

most often reported as contributing

to job satisfaction included opportu-

nities to perform a variety of tasks,

especially those with clinical supervi-

sony and administrative responsibili-

ties. Clearly, psychiatrists who avoid

being manginalized and relegated to

writing prescriptions experience

greater job satisfaction. In keeping

with this finding, Diamond and asso-

ciates (12) identified four “nonessen-

tial but desirable” roles-assessor,

generalist, teacher, and scholar-that

psychiatrists could perform in

CMHCs beyond the “essential” roles

of medical expert and legal or med-

ical authority.

Clearly, agencies and psychiatrists

need to work together to develop

strategies to improve retention of

Clearly,

agencies and

psychiatrists need to

work together to develop

strategiesfor improving

retention of high-quality

psychiatrists in the

public sector

high-quality psychiatrists in the pub-

lic sector. Pollack and Cutler (2) iden-

tified factors that improve survival of

psychiatrists in public-sector set-

tings. Among their recommendations

were that psychiatrists should pursue

relevant training programs in public

psychiatry, seek roles that provide va-

riety, and retain control oven the rela-

tionship between responsibilities and

authority. Pollack and Cutler noted

that administrators are becoming

aware of the need to recruit good

psychiatrists into public-sector set-

tings and suggested the following

strategies: integrating the psychia-

trist into the staff; negotiating a flexi-

ble and broad range of functions, in-

cluding some administrative and

teaching functions; and establishing

the psychiatrist’s responsibility to

provide meaningful supervisory in-

put into patient care.

Concerns about the lack of psychi-

atric leadership and psychiatrists’

dissatisfaction with existing job roles

led to the formation of the American

Association of Community Psychia-

trists (AACP) in 1985 (13). In 1991

the American Psychiatric Association

adopted the guidelines established

by the AACP for psychiatric practice

in CHMCs (14). The guidelines have

recently been revised (15).

The fellowship in public psychiatry

at the New York State Psychiatric In-

stitute and Columbia University Cot-

lege of Physicians and Surgeons, es-

tablished in 1981, trains psychiatrists

to assume leadership roles in public-

sector mental health programs and is

intended to improve retention of psy-

chiatrists in these settings by enhanc-

ing their job productivity and satis-

faction (16). Using the AACP guide-

lines, the fellowship has incorporated

the following modules into its didac-

tic curriculum oven the past few

years: a formal series of presentations

on the role of the psychiatrist by fel-

lowship faculty; a series of presenta-

tions by alumni and other psychia-

trists functioning as medical direc-

tons in public-sector agencies; and a

series of presentations by the fellows

themselves on their role in their field

placement agencies.

To monitor the success of its mis-

sion to promote leadership and re-

tention, the fellowship surveys its

alumni every year. These surveys

have consistently demonstrated that

more than 90 percent of fellowship

alumni are pursuing careers in the

public sector, with more than 50 per-

cent working in management posi-

tions (16).

One intriguing survey finding is

that a lange proportion of the man-

agement positions are for program

medical directors. In contrast with

agency medical directors, who fulfill

a myriad of administrative functions

for large systems of cane, program

medical directors work within a team

of clinicians and administrative sup-

port staff and maintain a high degree

ofclinical involvement. Thus the title

of medical director may apply to psy-

chiatrists who head agencies and to

psychiatrists who lead treatment

teams, such as day treatment or mo-

bile crisis teams. The title may also
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be used by psychiatrists who collabo-

rate with directors of nonmedical

agencies on leaders of nonmedical

teams. In such collaborations, the

medical director assumes some de-

gree ofclinical on medical leadership,

at least on paper.

However, whether medical direc-

tons feel they actually have the op-

portunity to exert leadership remains

questionable. Diamond and col-

leagues (17), in a recent survey of job

descriptions of psychiatrists in com-

munity mental health centers, found

that “most CMHCs want fully

trained psychiatrists involved in a Va-

riety of activities in addition to pre-

scribing medication.” In particular,

agencies expected psychiatrists to be

involved in training and consultation

or linkage to outside agencies or

providers; they also expected psychi-

atrists to have authority over medical

and nonmedical staff. Moreover,

agencies described an even higher

expectation for medical directors to

perform a greater variety of tasks, in-

cluding policy development and qual-

ity assurance.

However, Diamond and colleagues

cautioned that “a job description may

have little to do with how the psychi-

atrist is really spending his or her

time.” They emphasized the need to

assess what psychiatrists actually do

in public-sector settings and to deter-

mine whether comprehensiveness of

the job description is correlated with

job satisfaction.

To punsue these issues, the faculty

of the fellowship in public psychiatry

at Columbia University decided to

survey its alumni to ascertain what

tasks they actually perform in their

roles as staff psychiatrists, program

medical directors, and agency med-

ical directors and to assess to what

extent each task contributes to job

satisfaction.

Methods

A survey form was developed using a

list of tasks derived from the AACP

guidelines and from the survey of

CMHC psychiatrists by Diamond

and colleagues (17). (A copy of the

survey form is available from the au-

thons and through the fellowship’s

Web site at http:llcpmcnet.columbia.

edu/dept/pi/ppf/. See the box at the

end of the paper.) The survey ne-

quested information about the num-

ben of hours the respondent worked

at his or hen primary work site, the ne-

spondent’s job title and degree of in-

volvement in the budgeting process,

and the number of staff the nespon-

dent interacted with regularly.

The survey form listed 16 tasks di-

vided into three subgroups-direct

service, clinical collaboration, and

administration. Direct service in-

cluded four items: prescribing med-

ication, providing direct psychiatric

services such as evaluation and psy-

chothenapy, overseeing medical cane,

and negotiating care with other

providers. Clinical collaboration in-

cluded five items: supervising med-

ical staff, supervising nonmedical

staff, providing informal consulta-

tion, participating in team meetings,

and providing formal training. Ad-

ministration included seven items:

policy development, routine admin-

istration, linkage to outside agencies,

quality assurance, interacting with

regulatory agencies, negotiating con-

tracts, and interacting with the board

of directors or community board.

For each item, respondents were

asked to indicate how often the task

was performed (on a 9-point scale

ranging from 0, not at all, to 8, daily)

and to rate the extent to which the

task contributed to job satisfaction

(on a 5-point scale ranging from -2,

seriously detracts, to +2, extremely

helpful). Overall job satisfaction was

rated on a 7-point scale from -3, ex-

tremely dissatisfied, to +3, extreme-

ly satisfied.

The survey form was distributed to

all alumni and current fellows in the

fellowship in public psychiatry (N

100) in spring 1996. The survey was

also placed on the fellowship�s Web

site. We anticipated a high response

rate because we maintain yearly con-

tact with our alumni through surveys

and because response rates to pnevi-

ous surveys were high. The primary

author followed up with phone calls

to potential respondents who did not

respond to the first mailing.

Our hypothesis was that medical

directors would report performing

more tasks and report higher job sat-

isfaction than staff psychiatrists. We

also predicted that both groups

would report higher satisfaction from

clinical coordination tasks than from

direct service or administration tasks.

Accordingly, one-tailed t tests were

used to establish statistical signifi-

cance for these predictions. The 1ev-

el of significance was set at p< .05.

Results

Of the 100 current fellows and alum-

ni, six were not currently in practice

due to maternity leave, engagement

in nonmedical activities, retirement,

or death, and an additional five were

lost to contact. From the remaining

89 potential respondents, 72 forms,

including five from the Web site,

were returned, for an 81 percent ne-

sponse rate. Three respondents were

in full-time private practice, leaving

69 in public institutional settings. Of

these, 42 identified themselves as

medical directors, and 27 as staff psy-

chiatrists.

As a group, medical directors

worked a mean± SD of 38±8 hours

per week, compared with 34±9 for

staffpsychiatnists, a significant differ-

ence (t-1.92, df54, p<.05). Med-

ical directors also interacted with a

larger number of staff regularly, a

mean±SD of 31±26 staff members,

compared with 18± 11 for staff psy-

chiatrists (t-2. 19, df52, p< .05).

Of the 42 medical directors, 38 re-

ported that they were program dinec-

tons and four reported that they were

agency directors. Agency medical di-

rectors reported interacting regularly

with a much larger number of staff, a

mean±SD of 77±27, compared with

25±20 for the program medical di-

rectors (t-3.25, df=3, p< .05). Pro-

gram medical directors performed

direct service tasks more frequently

than agency medical directors, but

the difference was not significant,

nor were any other differences in

task frequencies or job satisfaction

between agency and program med-

ical directors.

Twenty-six medical directors head-

ed their agency or program, and 14

collaborated with nonmedical lead-

ers. Two others indicated minimal

contact with nonmedical leaders. The

medical directors who headed their

agency or program did more formal

training and policy development and

reported more satisfaction from di-
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Mean frequency with which medical directors and staff psychiatrists perform selected tasks and contribution of the tasks to

their job satisfaction

Frequency’ Contributi on to job satisfaction2

Medical Staffpsy- Medical Staff psy-
directors chiatrists directors chiatnists

Task (N42) (N27) t df p< (N42) (N27) t df p<

Direct service 6.4 6.4 0.6 59 ns 1.1 0.8 -2.6 64 .01

Prescribe medication 6.6 6.3 -0.7 49 ns 1.3 0.7 -2.6 64 .01
Provide direct psychiatric

services, such as evalua-
ation and psychotherapy 7.1 7.9 2.2 47 .05 1.4 1.4 0.2 60 ns

Oversee other medical care 6.2 6.2 0.0 55 ns 1.0 0.8 -1.0 60 ns

Negotiate care for individ-
ual patients 5.6 6.2 -0.4 53 ns 0.6 0.3 -1.0 52 ns

Clinical collaboration 6.4 4.9 -3.4 36 .001 1.4 1.2 -2.5 39 .01

Supervise medical staff 6.8 4.3 -3.4 36 .001 1.5 0.9 -2.5 39 .01

Supervise nonmedical staff 6.8 5.0 -3.0 37 .01 1.5 1.0 -2.6 44 .01
Provide informal consultation 7.4 6.4 -2.8 43 .01 1.5 1.3 -1.0 47 ns

Participate in team meetings 6.3 5.4 -1.0 56 ns 1.1 1.3 0.2 65 ns

Provide formal training 4.5 3.3 -2.0 43 .05 1.5 1.3 -1.7 42 .06

Administration 3.5 1.4 -6.5 41 .001 0.8 0.4 -4.3 34 .001
Policy development 5.8 2.2 -6.5 41 .001 1.5 0.7 -4.3 34 .001

Routine administration, in-
cluding program design,
strategic planning, and

fund raising 5.8 2.4 -5.7 42 .001 1.1 0.8 -2.5 42 .01

Linkage or consultation to

outside agencies 3.8 1.6 -3.7 58 .001 1.0 0.4 -.3.1 52 .01
Quality assurance 4.0 2.4 -3.0 46 .01 0.8 0.7 -1.1 64 ns

Interact with regulatory
agencies 4.0 0.4 -9.9 67 .001 0.0 -0.1 -.01 66 ns

Negotiate contracts 1.6 0.5 -2.3 62 .05 0.4 0.0 -1.6 67 .06
Interact with boards of direc-

tors or community boards 1.0 0.0 -4.4 41 .001 0.6 -0.3 -3.2 63 .001

1 Rated on a scale from 0 to 8. A rating ofO indicated not at all; 1, annually; 2,

weekly; and 8, daily.
2 Rated on a scale from -2, seriously detracts from job satisfaction, to +2, extremely helpful to job satisfaction.

semiannually; 3, quarterly; 4, monthly; 5, twice monthly; 6, weekly; 7, twice

rect service tasks than did the med-

ical directors who acted as collabona-

tons with nonmedical leaders. The

collaborators provided more informal

consultation and reported more satis-

faction from clinical collaboration

tasks. However, none of the differ-

ences between the two groups on

task frequency on job satisfaction

measures were significant.

As Table 1 shows, of the 16 tasks

listed on the survey form, 11 were

performed significantly more often

by medical directors than by staff

psychiatrists. Medical directors did

clinical collaboration and administra-

tive tasks significantly more often

than staff psychiatrists. However,

staff psychiatrists provided direct

psychiatric services such as evalua-

tion and psychotherapy significantly

more often than did medical direc-

tons. Medical directors reported per-

forming ten tasks, primarily direct

service and clinical collaboration

tasks, at least weekly, while staff psy-

chiatrists reported performing only

four tasks, primarily direct service

tasks, at least weekly.

Staff psychiatrists performed di-

nect service tasks significantly more

often than clinical collaboration tasks

(t=3.9, df=52, p< .001). Both groups

performed clinical collaboration

tasks signficantly more often than ad-

ministration tasks (t8.2, df51,

p < .001, for staff psychiatrists;

t=10.2, df=82, p<.OO1, for medical

directors).

Table 1 also shows that medical di-

rectors prescribed medication as of-

ten as staff psychiatrists, but medical

directors rated their satisfaction with

prescribing much higher than did

staff psychiatrists. Not shown in

Table 1, all respondents reported a

mean of 33 direct patient contacts

per week for medication and psy-

chothenapy. This number was some-

what lower than the mean of 37 re-

ported by public psychiatrists in a

1994 survey of professional practice

patterns of U.S. psychiatrists (18).

As for job satisfaction, Table 1

shows that seven of the 16 tasks list-

ed in the survey made a higher con-

tnibution to job satisfaction for med-

ical directors than for staff psychia-

tnists. For only one item-participa-

tion in team meetings-did staff psy-

chiatrists reported a higher contnibu-

tion to job satisfaction than did med-

ical directors, and the difference was

not significant. Medical directors re-

ported that five tasks-primarily

clinical collaboration tasks-were ex-

tremely helpful in contributing to job

satisfaction, while staff psychiatrists

did not report that any tasks were ex-
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tnemely helpful in contributing to job

satisfaction.

As for overall job satisfaction, the

mean±SD rating on the scale from

-3, extremely dissatisfied, to +3, ex-

tremely satisfied, was 2 ± .8 for med-

ical directors and 1.2± 1.5 for staff

psychiatrists, a significant difference

(t=-2.7, df=35, p<.Ol). As Table 1

shows, medical directors reported a

significantly higher contribution to

job satisfaction for all three task sub-

groups-direct service, clinical col-

labonation, and administration. Both

groups reported that clinical collabo-

ration tasks contributed significantly

mone to job satisfaction than did di-

rect service tasks (t-2.6, df73,

p< .01, for medical directors; t2.8,

df=52, p< .01, for staff psychiatrists)

or administrative tasks (t=4.7,

df=72, p< .001, for medical directors;

t=3.6, df=40, p< .001, for staff psy-

chiatrists).

Discussion and conclusions

Our most important findings are that

survey respondents who are medical

directors perform a greaten variety of

tasks and report higher job satisfac-

tion than those who are staff psychia-

trists. Furthermore, both medical di-

rectors and staff psychiatrists report

higher contribution to satisfaction

from clinical coordination tasks than

from direct service or administrative

tasks. These findings are consistent

with other reports in the literature

showing that job satisfaction is nelat-

ed to the variety of clinical and su-

pervisory tasks in the job description

(2,8,10,12).

Staff psychiatrists perform direct

service tasks more often than clinical

collaboration tasks, and both groups

perform direct service and clinical

collaboration tasks more often than

administrative tasks. Contrary to ex-

pectations, program medical direc-

tons did not perform direct service

tasks significantly more often, or ad-

ministnative tasks significantly less

often, than agency medical directors.

However, the very small number of

agency medical directors in our sam-

ple (N4) precludes meaningful

analysis of this finding.

Most of the survey respondents

were program directors who super-

vised smaller clinical operations than

did agency medical directors and

who were heavily involved in direct

patient care. A surprising finding was

that respondents who were medical

directors performed as many direct

service tasks as did respondents who

were staff psychiatrists. This finding

is undoubtedly related to the sam-

ple’s small number ofagency medical

directors, who in general tend to

have restricted direct clinical respon-

sibilities. Although program medical

directors had the same amount of pa-

tient care responsibilities as staff psy-

chiatrists and additional supervisory

and administrative duties, the pro-

gram medical directors reported in-

creased job satisfaction compared

with staff psychiatrists.

This seeming paradox merits fur-

then contemplation. Because clinical

caseloads are not lower for program

medical directors, one might wonder

whether creating such a position

amounts to little more than having

the title of medical director on paper,

but not in reality. In fact, the position

of medical director legitimizes and

facilitates the performance of collab-

orative activities that are associated

with higher job satisfaction. None-

theless, it is worth considering that

some of the increased satisfaction

may indeed come from the title

alone. The perceptions created

among staff by a job title such as

“medical director” include an expec-

tation ofleadership, and ifthe person

filling the position has true leader-

ship and administrative skills, he or

she will almost certainly be looked to

for guidance.

We are not sure how program med-

ical directors find time for the added

duties that are crucial to their job sat-

isfaction. They reported working an

average of four hours per week more

than staff psychiatrists, and this extra

time may allow for clinical collabora-

tion and administrative tasks. Their

supervisory functions may introduce

job efficiencies by training team din-

icians to be more clinically effective.

It is also possible that agencies

willing to hire program medical di-

rectors are more likely to assign them

smaller caseloads or provide them

with other administrative supports

than are agencies that hire only staff

psychiatrists. Alumni of the public

psychiatry fellowship may seek out

agencies that are more “psychiatrist

friendly.” Our finding that their case-

loads were slightly lower than those

of public psychiatrists as reported in

national survey by Olfson and col-

leagues (18) is consistent with this

hypothesis.

We recognize that psychiatrists

who participate in Columbia Univer-

sity’s fellowship in public psychiatry

are a self-selected group and proba-

bly do not represent the typical psy-

chiatrist now working in the public

sector. The fellows have made a con-

scious decision to work in the public

sector and to obtain the training that

imparts the conceptual orientation

and practical knowledge needed to

function well in the public sector.

The characteristics of the study sam-

ple thus limit the extent to which we

can generalize the findings. We can-

not conclude that staff psychiatrists

in general would experience en-

hanced job satisfaction with in-

creased administrative and supervi-

sony responsibilities. We suspect that

many would feel burdened if their

duties and responsibilities were in-

creased. However, we can infer from

the findings that committed public

psychiatrists, particularly those start-

ing their careers and those with rele-

vant fellowship training, are more

likely to experience enhanced job

satisfaction and to stay in public-sec-

ton careers if they are given a wider

breadth of job duties and more piv-

otal leadership responsibilities in

their programs.

These relationships are particular-

ly noteworthy because the study

sample represented primarily pro-

gram medical directors rather than

agency medical directors. The posi-

tion of program medical director is a

relatively small and attainable step

above the position of staff psychia-

trist. In fact, many of the fellowship

alumni who participated in the sun-

vey negotiated with potential em-

ployens to create program medical di-

rector positions, with the encourage-

ment of fellowship faculty, in the

course of applying for jobs as staff

psychiatrists. The survey results sug-

gest that these negotiations generally

did not involve a reduction in case-

load or other direct care duties.



Of further interest to agency ad-

ministrators, the survey results sug-

gest that 1)0th medical directors who

independently headed an agency or

program and those who worked in

collaboration with a non medical

leader performed a similar constella-

tion of tasks and enjoyed equal job

satisfaction. These findings should be

encouraging to agency administra-

tors who may fear that nonmedical

leadership would have to be disman-

tied to accommodate more satisfying

and powerful roles for psychiatrists.

Anecdotally, we have ol)served that

sonic of our alumni who are thriving

as medical directors report that col-

laboration with nonmedical leaders

makes a crucial contribution to their

jOl) satisfaction.

This survey raises questions for fu-

ture stud�� For example, more de-

tailed information about the direct

clinical care activities of medical di-

rectors and staff psychiatrists would

help us understand how program

medical directors have time for addi-

tional responsibilities beyond direct

clinical care. We would also like to

survey other agency and program

medical directors to achieve a sample

size large enough to draw meaningful

distinctions between these two cate-

gonies.
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Conclusions

The survey finding that program

medical directors report an increased

variety of tasks and increased job sat-

isfaction has exciting implications.

Public- sector managers would do

well to consider how these findings

may lead to improved recruitment

and retention ofpsychiatrists without

added expense. Both agency adniinis-

trators and psychiatrists should take

notice that creating positions for pro-

gram medical directors does not re-

(Iulire a reconfiguration ofan agency’s
tal)le of organization. Young psychia-

trists interested in public-sector ca-

reers should consider negotiating for

the position of program niedical di-

rector whenever feasible. #{149}
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Fellowship Faculty Seek
Additional Survey Responses

The faculty of Columbia University’s fellowship in pub-

lic psychiatry seek additional respondents for their sur-

vey on psychiatrists’ job tasks and their contribution to

job satisfaction. Practicing psychiatrists who work in

public institutional settings are invited to visit the fel-

lowship’s Web site at http://cpmcnet.columbia.edu/

dept/pi/ppf/ and complete a survey form on-line.

Information about the survey and a copy of the survey

form are also available from Jules Ranz, M.D., Public

Psychiatry Fellowship, Columbia University College of

Physicians and Surgeons, New York State Psychiatric

Institute, 722 West 168th Street, Box 111, New York,

New York 10032; telephone, 212-960-5655; fax, 212-

960-2356; e-mail, jmrl@columbia.edu.




