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    Introduction 

 In order to exercise effective leadership in com-
munity psychiatry, one must be and do a variety 
of things: enjoy interfacing with people, be moti-
vated and passionate about working in systems of 
care; be creative and innovative; be ready and 
willing to be an advocate for one’s self, one’s 
staff, and one’s patients in terms of providing 
quality care; practice a speci fi c skills set; be will-
ing to undergo training in a wide variety of top-
ics; and be open to receiving, and changing from 
feedback. This chapter reviews the extant litera-
ture which describes the desired attributes of an 
effective leader, suggests venues of training nec-
essary to support skills acquisition, and identi fi es 
system of care requirements to facilitate growth 
in leaders who understand and embrace commu-
nity-based recovery-oriented systems of care.  

   Why Do We Need Psychiatry 
Leadership in Community Mental 
Health? 

 With the move towards de-institutionalization in 
the mid-1960s, massive numbers of patients were 
discharged to the community where they contin-
ued to need mental health follow-up. A system of 
care consisting of networks of community mental 
health centers (CMHCs) rapidly grew, requiring 
new leaders to direct clinical care, to plan 
community supports, and to advocate for a 
vulnerable population. Training mental health 
leaders became a high priority to the US federal 
government from 1977 to 1984. The government 
empowered and funded the National Institute of 
Mental Health Staff College to promulgate the 
goals of the CMHC Act of 1963. The Advanced 
Training Program in Mental Health Administration 
for cohorts of CMHC directors was developed. It 
included ten 4-day retreats with pre- and postac-
tivities and provided training for hundreds of 
people (Mazade  2006  ) . 

 Unfortunately, since that time, coordinated, 
recovery-based organized training has not 
occurred on a consistent national level. The 
number of psychiatrists in America has remained 
stagnant, although the number of psychologists 
has doubled and the number of social workers 
has increased by 20%. Funding for mental health 
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training fell from $117 million in 1972 to less 
than $1 million recently. Bottom line: a serious 
gap in leadership training has occurred (Mazade 
 2005  ) . And then, in 2007, the Annapolis Coalition 
released  An Action Plan for Behavioral Health 
Workforce Development , assessing American 
behavioral health care workforce needs, and mak-
ing recommendations for change. The Coalition 
targeted training the next generation of mental 
health leaders as imperative, particularly 
underscoring the need for leadership in order to 
respond to the national embrace of rehabilitation 
and recovery-oriented philosophies. Interestingly, 
the Coalition recommended training the entire 
behavioral health workforce,  including 

  persons in recovery and families, educators, pre-
vention specialists, treatment providers, policy 
makers, and the individuals who manage accredi-
tation, certi fi cation, and licensure systems. In fact, 
developing and expanding a cadre of leaders 
among persons in recovery, youth, and family 
members is particularly critical in achieving trans-
formation of current service systems and models of 
care. Leadership must be broadly de fi ned to 
encompass not only organizational and change 
management, but also coalition and community 
building, team and program management, and the 
provision of supervision (Annapolis Coalition, 
 2007 , p. 19).   

 Studies have shown that the number of psy-
chiatrists is woefully inadequate for the present 
mental health demands in America. Konrad et al. 
 (  2009  )  reported that the United States is about 
45,000 psychiatrists short of the necessary num-
ber to treat a population with a 4% incidence of 
mental illness. It is probable the demands for care 
will only grow. “The global burden of disease 
attributable to mental, neurological, and substance 
use disorders is expected to rise from 12.3% in 
2000 to 14.7% in 2020” (Murray and Lopez  1997 , 
p. 1498). There are increasing numbers of patients 
moving from institutions (state hospitals, jails and 
prisons) to the community. There continue to be 
chronically high numbers of patients with serious 
mental illness (schizophrenia, bipolar disorder, 
major depression) whose lives can be very 
 challenging and whose care is complex and 
demanding. There are patients with distressing 

and disabling mental health problems (anxiety, 
 personality disorders, substance dependence) who 
are unable to access private health care because of 
their location,  fi nances, or insurance status but 
since they need care, they often seek it in emer-
gency rooms or local hospitals. It is anticipated 
the 2010 passage of The Patient Accountability 
and Affordable Care Act will promulgate exten-
sive health care reform, with the numbers of 
Medicaid eligible patients dramatically increas-
ing by 16–23 million, with 11–17 million people 
presently uninsured having access to insurance, 
and ostensible ability to demand service (Kaiser 
Family Foundation Report  2011  ) . Without leader-
ship in community psychiatry, planning of sys-
tems of care might fall to others who do not carry 
the educational background, motivation, or com-
mitment to the concepts of inclusion, evidence-
based practice, harm- reduction, and recovery as 
community psychiatrists. There are countless past 
examples of poorly planned care systems that 
have rushed to cut costs or restrict care, with ter-
rible results. Community psychiatrists must be 
prepared to step up to leadership roles. 

 The Annapolis Coalition has created an action 
plan on the development of Behavioral Health 
Workforce  (  2007  )  noting a variety of factors that 
exponentially contribute to increasing burden on 
mental health care providers: an insuf fi cient 
workforce to meet demand, increasingly more 
complex patient populations including those with 
co-occurring disorders (mental illness/substance 
abuse/medical problems), those released from 
the criminal justice system as it attempts to down-
size, shifts toward recovery models of care, 
increased use of medications (thus requiring 
skilled and knowledgeable professionals), a push 
for “best practices and evidence based interven-
tions,” demands for service outside routine men-
tal health venues, patient outcome/performance 
improvement standards, and stigma (Annapolis 
Coalition  2007 ; Hoge and Morris  2002,   2004 ;    
Hoge et al.  2005  ) . Anthony and Huckshorn 
 (  2008  )  believe mental health leaders must step up 
to meet the need of systems of care that are 
becoming increasingly committed to the rehabili-
tation/recovery paradigm and new organizational 
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structures and  fi nancial schemes that are 
responsive to pressure for inclusion of consum-
ers and standards of outcome accountability, 
including scrutiny from a variety of sources 
(executive, legislative, media, citizen boards, 
advocates, and the judiciary).  

   What Is Leadership? 

 When considering generic leadership (meaning 
that which is not speci fi cally tied to mental health 
care), Burns  (  1978 , p. 2) wrote, “leadership is one 
of the most observed and least understood phe-
nomena on earth.” Leadership has been de fi ned in 
many ways, some by attributes of the leader, some 
by the goals or products that leadership should 
produce, some by the followers, and some by the 
environment in which they exist.    Gardner ( 1995 , 
p. 1) de fi nes leadership as “the process of persua-
sion or example by which an individual (or lead-
ership team) induces a group to pursue objectives 
held by the leader or shared by the leader and his 
or her followers.” Gardner notes, “Effective lead-
ership is a combination of a particular context and 
the attributes needed to lead in that context” 
(1995, p. 39). Leaders in these situations need to 
inspire commitment and action, lead as peer prob-
lem solvers, building broad based involvement, 
and sustaining hope and participation. They 
should “convene, energize, facilitate, and sustain 
this process” (Chriship and Larson  1994 , p. 146). 
Collins  (  2006  )  has written regarding effective 
leadership in the nonpro fi t sector, noting that this 
sector often struggles with a diffuse power struc-
ture, and that successful nonpro fi t leaders recog-
nize the need for legislative skills (persuasion/
motivation) to in fl uence not only their direct sub-
ordinates but also a wide variety of constituen-
cies. Nonpro fi t organizations move from good to 
great by (1) measuring success not necessarily in 
the money that is made, but the resources they 
can expand, (2) employing passionate workers 
who “are down to earth, pragmatic, and commit-
ted to excellence” (p. 10), and (3) recruiting 
leaders who have “humility, de fi ned as burning 
ambition, transferred into the cause, with brutal, 
stoic will” (p. 8). 

 Speci fi c to mental health, William Anthony 
prefaced the superb book  Principled Leadership 
in Mental Health Systems and Programs  
(Anthony and Huckshorn  2008 , p. 1) with this 
statement: “Leadership remains an art as well as 
a science—some of the tools of leadership are 
not simply the tools of science—some are tools 
of the self.” He also noted, “…leadership creates 
a shared vision and mobilizes others toward 
speci fi c organizational goals consistent with that 
vision”  (  2008 , p. 11).  

   Personal Attributes and Skills 
of Effective Leaders 

 Van Wart  (  2005  )  believes the leader should have 
integrity, self-discipline, passion, and self- 
con fi dence. Upon interviewing business leaders at 
their major corporations, Martin  (  2005  )  also 
includes as coveted leadership attributes of 
patience, con fi dence, decisiveness, and optimism. 
Rowitz  (  2001 , pp. 23–24) has identi fi ed that a 
more nuanced skills set leaders should develop: 
knowledge synthesis; creativity; vision and cha-
risma (“able to create a vision and get others to 
share the vision and demonstrate a commitment to 
the vision and the mission it represents”), facility 
in collaboration as seen in forming coalitions and 
building teams; entrepreneurship; understanding 
of the “strategic interdependencies” of systems; 
and an ability to set priorities and translate innova-
tive ideas into practice. The leader is never just an 
individual who leads in a vacuum, but one who is 
constantly scanning the environment for opportu-
nities to engage, connect, coach, teach, and exper-
iment, pulling on their abilities to “construct a 
learning environment…and to promote re fl ection, 
conceptualization, and thinking.” They seize on 
times to inspire, and connect, translating different 
meanings and wishes of disparate constituencies. 

 The capacity to form effective decision-
making groups is also imperative in leadership. 
Bens  (  2006  )  focuses on the values embraced by 
leaders whose leadership role he believes includes 
being a facilitator, and notes that facilitator lead-
ers “offer process and structure rather than direc-
tions and answers. In every situation, they know 
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how to design discussions that enable group 
members to  fi nd their own answers” (Bens  2006 , 
p. 93). These facilitator leaders believe that:

   People are intelligent and capable, and they • 
want to do the right thing.  
  Everyone’s opinion has value, regardless of an • 
individual’s rank or position.  
  Groups can make better decisions than indi-• 
viduals acting alone.  
  People are more committed to the ideas and • 
plans that they create.  
  People will take responsibility and assume • 
accountability for their actions and can become 
partners in the enterprise.  
  The role of the leader is to evoke the best pos-• 
sible performance from each member of the 
team (Bens  2006 , pp. 8–9).    
 The guiding principles of  each  action are 

(1) empowerment, (2) collaboration, (3) creativ-
ity (Bens  2006 , pp. 41–42). 

 More speci fi c to mental health care, Anthony 
and Huckshorn speak to leadership attributes that 
move beyond the simple requisite personality 
traits and more primitive de fi nitions of style. 
Instead, the focus for mental health leaders should 
be on actions and principles. They suggest that 
“mental health leaders universally seem to be 
characterized by commitment, credibility, and 
capacity to make change”  (  2008 , p. 224).  

   Evolution in the Types of Leadership 

 Leadership in mental health has been in transi-
tion for many years, moving from authoritative 
through transactional to more transformative 
models (Van Slyke and Alexander  2006 ). 
 Transactional  leadership and its evolution to 
 transformational  leaderships are best described 
by Burns  (  1978  ) : transactional leaders work with 
followers to exchange one thing for another. 
A transactional leader stresses ef fi ciency, planning 
and goal setting, focusing on competency, struc-
ture, and maintaining the organization. He or she 
may be more reactive than proactive, and is often 
supportive of the status quo. The transforming 
leader, by contrast, looks for what motivates 

 followers, seeks to gratify higher needs, and 
works to engage the  whole  person of the fol-
lower (intellect, energy, passion, values). 
Transformational leaders move followers into 
being leaders and may convert leaders into moral 
agents. They are responsive to others’ needs and 
interests and are responsible and accountable to 
stakeholders (Alimo-Metcalfe and Alimo-
Metcalfe  2006  ) . They seek to engage others by 
appealing to their higher needs, working for the 
greater good, and becoming leaders. These lead-
ers focus less on hierarchy and more on relation-
ships, teamwork, and innovation; they display 
humility, a generous spirit, honesty, and integrity. 
Transformational leaders have current and future 
situational awareness, with a vision, believing in 
proactive change, adaptability, and entrepreneur-
ship. Organizations that are highly transactional 
are shaped by rules and regulations, rigid struc-
ture, contracts and controls, while those that are 
more transformative are characterized by strong 
vision and purpose, support change, and have 
trusting, cooperative interactions between staff 
and leaders (Alimo-Metcalfe et al.  2007 ; Bass 
and Avolo  1993 ; Bass  1998 ; Burns  1978  ) . 

 Others claim that effective leadership requires 
a balance between transactional and transforma-
tive leadership, with effective leaders using both 
forms of leadership depending on the needs of 
the situation. Luke  (  1998 , p. 37) has coined the 
term of this combined approach: “catalytic lead-
ers”; they set the stage, pull people together, 
decide what to do, make plans, make them 
happen, and create an effective work culture by 
balancing a hierarchical approach with an 
approach that engages and incentivizes.  

   Effective Leadership 

 In the literature some authors distinguish between 
leadership and management. Some believe both 
are needed if an organization is to prosper. 
Anthony and Huckshorn  (  2008  )  opine that man-
agers solve problems while leaders focus their 
efforts on building the organization for the future, 
but do agree that the skill sets are not necessarily 
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mutually exclusive. For Gardner ( 1995 ), leaders 
are different from managers, as leaders are more 
likely to think long-term; understand relation-
ships to larger realities, organizations, and other 
constituencies; and underscore vision, values, 
and motivations. For Alimo-Metcalfe et al.  (  2007 , 
p. 5), “a leader motivates and inspires; a manager 
controls and problem solves. A leader produces 
change, and a manager produces ef fi ciency.” 
Some consider managers as more transactional in 
orientation, where leaders are considered trans-
formative. Still others assert that good leaders 
must also be good managers, and vice versa. 
“Management is a role which underpins an orga-
nization’s ability to perform, while leadership is a 
behavior that breathes life into organizational 
performance. Together they communicate vision, 
shape an organization’s culture, build a high 
performing workforce, promote diversity, apply 
sound management practices and business 
operations, create networks of external relation-
ships, and apply functional and technical knowl-
edge” (Beinecke  2009 , p. 7). 

 Anthony and Huckshorn interviewed 16 lead-
ers in mental health, summarized these results, 
recast their questions, and threw a larger net, 
interviewing 34 other national leaders in mental 
health. They distilled their responses, and wrote 
 Principled Leadership   (  2008 , p. 13) denoting, 
“the goal of mental health leadership is to increase 
the probability that people with severe mental ill-
ness are helped to recover in a setting and through 
a process that is both effective and ef fi cient.” 
They derived eight principles with numerous cor-
ollaries that spoke to the need to establish mean-
ingful  visions  (what future the organization is 
trying to create), the  missions  (the role the orga-
nization has in creating that future), the  opera-
tions  (daily activities to accomplish the mission) 
and the  values  of the organization (templates that 
guide the organizational decisions made that 
direct the daily operations). The following are the 
eight principles of leadership delineated by 
Anthony and Huckshorn  (  2008 , pp. 235–239):

      • Principle 1 : Leaders communicate a shared 
vision.  
   • Principle 2 : Leaders centralize by mission and 
decentralize by operations.  

   • Principle 3 : Leaders create an organizational 
culture that identi fi es and tries to live by key 
values.  
   • Principle 4 : Leaders create an organizational 
structure and culture that empowers their 
employees and them.  
   • Principle 5 : Leaders ensure that staff is trained 
in a human technology that can translate vision 
into reality.  
   • Principle 6 : Leaders relate constructively to 
employees.  
   • Principle 7 : Leaders access and use informa-
tion to make change a constant ingredient of 
their organization.  
   • Principle 8 : Leaders build their organization 
around exemplary performers.      
 Based on combined years of leaderships 

in community psychiatry, the American 
Association of Community Psychiatrists 
(AACP) (  http://www.communitypsychiatry.org/
default.aspx    ) has promulgated principles and 
standards for systems of care to enhance and 
sustain quality of services while ensuring that 
psychiatric leadership has suf fi cient supports to 
maintain these standards (AACP  1995  ) . An 
abridged summary of the roles and duties of a 
medical director for a community behavioral 
health organization is as follows:
    1.    All organized mental health service delivery 

systems should identify one psychiatrist as the 
Medical Director and ensure that that individ-
ual has adequate salaried time to perform his/
her administrative responsibilities, and to 
ensure adequate supervision of psychiatric 
services in order to maintain high standards of 
care in all system components.  

    2.    Each program within an organized delivery 
system must have one physician identi fi ed to 
provide medical/clinical direction for that 
program, with the amount of time allocated 
for that function to be commensurate with the 
size and complexity of clinical need of that 
program.  

    3.    The Medical Director shall have ultimate clin-
ical authority, but must function primarily as a 
collaborator and team member, both with the 
administration and with clinicians of other 
disciplines, in order to be maximally effective 

http://www.communitypsychiatry.org/default.aspx
http://www.communitypsychiatry.org/default.aspx
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in accomplishing the goals and functions of 
the position.  

    4.    The Medical Director shall be delegated ulti-
mate authority and responsibility for ensuring 
psychiatric oversight in all clinical activities.  

    5.    The Medical Director shall be delegated the 
ultimate authority and responsibility for ensur-
ing psychiatric involvement and/or oversight in 
the following administrative areas: job descrip-
tions for system psychiatrists; criteria for ade-
quate psychiatric staf fi ng within the system; 
recruitment and supervision of psychiatrists; 
staff training; quality assurance, CQI, risk man-
agement, and outcome evaluation; utilization 
review; policies regarding medical and psychi-
atric evaluation; treatment protocols; medical 
records/documentation standards; and involve-
ment in program budgeting, program planning, 
and program development.     
 A model job description for the system medi-

cal director is also available on the AACP Web 
site. Further elaboration on the job of a medical 
director is also found in Chap.   44     on the role of 
the medical director.  

   Necessary Training to Become an 
Effective Leader 

 Establishing core competencies sets the stage for 
training of leaders. A review by Kanji and 
Mouraesa  (  2001 , p. 703) describes these core 
competencies for leadership excellence as lead-
ers who are trained in: “ethics and principles; 
communication; customer orientation; organiza-
tional change; structures and systems; measure-
ment, evaluation, and reporting; process 
improvement; team development; developing 
subordinates; developing partnerships; and inno-
vation and continuous learning.” Speci fi c to pub-
lic health (compared to “just” business leadership) 
Koh and McCormack  (  2006 , p. 17) outlined com-
petencies of public health leadership, which was 
also called the “servant model”:
    1.    The ability to acknowledge the unfamiliar and 

the ambiguous  
    2.    The ability to cultivate the higher value of 

interdependence  

    3.    The ability to recognize crisis leadership as an 
evolving part of public health  

    4.    An understanding of the “public” part of pub-
lic health leadership  

    5.    Sensitivity to and respect for the community  
    6.    The capacity to nurture the spirit  
    7.    The ability to hone succinct and concrete 

communication     
 Some say that great leaders are born, not 

made; others suggest that one can learn by observ-
ing and working with an effective leader, and still 
others encourage those seeking to enhance their 
skills sets or to achieve certain competencies to 
receive training. This chapter addresses the latter 
two. Reading  Principled Leadership  and other 
noted references, one can begin to hear the voice 
of an effective leader. DVDs, podcasts, confer-
ences, webinars, one-on-one discussions and 
supervision, and classroom lectures can contrib-
ute to one’s leadership background information. 
As importantly, interactions on a day-to-day basis 
with patients, family members, staff, and systems 
of care can open one’s eyes to the effectiveness of 
leadership that underscores the importance of 
embracing a recovery philosophy, as opposed to 
the unfortunate consequences of uninspired or 
feckless leadership that ignores the importance of 
consumer-driven services. An interesting exam-
ple of an initial treatise on transformative leader-
ship is the AACP Keystones for Collaboration 
and Leadership  (  2007  )  which delineates both a 
process for transformation of community psy-
chiatry in one state, as well as the issues that 
must be considered, including transformation to 
recovery-focused systems of care. 

 Engaging in a system of care that is going 
through transformation and observing the effec-
tiveness of thoughtful leadership is one route of 
training and education. Receiving supervision as 
one attempts to establish solid leadership tech-
niques is also helpful in supporting skills acquisi-
tion and identifying the system of care 
requirements to facilitate leadership. The National 
Council for Community Behavioral Health Care 
has established a 1 year curriculum for physi-
cians in medical/psychiatric leadership positions 
in community psychiatry whose vision is to “help 
psychiatric leaders in the community setting 

http://dx.doi.org/10.1007/978-1-4614-3149-7_44
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engage better as members of their executive team 
and to improve the quality of care for patients” 
(National Council  2011  ) . In addition, the AACP 
has developed the “Community Psychiatric 
Practice Mentorship Services,” offering a 1-year 
mentoring by seasoned community psychiatrists 
to community-based behavioral health organiza-
tions who want their physicians to develop their 
skills in “clinical, administrative, and public pol-
icy issues” (AACP  2010  ) . 

 Other leadership training opportunities have 
been offered to enhance leadership skills, typi-
cally with supportive research  fi ndings:

   “The effective teamwork and leadership pro-• 
gramme” (Onyett and Borrill  2003  )  was a 7 
day action based program for 21 people funded 
by the Leadership Centre and rolled out by the 
CSIP Development Centres, with generally 
positive evaluations.  
  The federal Substance Abuse and Mental Health • 
Services Administration (SAMHSA) sponsored 
several studies on behavioral health leadership 
training at the state level. Leadership competen-
cies were summarized in The Transformation 
Leadership Competencies Wheel (SAMHSA 
 2005 , p. 2;   www.samhsa.gov/matrix_mh.aspx    ).  
  The American College of Healthcare • 
Executives (ACHE) offers leadership training 
on a variety of topics; these include address-
ing topics in both system and personal leader-
ship competencies. Training then focuses on 
learning about governance, development of 
strategies, relationships between physicians, 
ethics and values, involvement in public health 
and community, health policy and law, and 
integrative medicine (  www.ache.org    ).  
  NCLH: The basis of much current health lead-• 
ership training in the United States is the 
model developed by the National Center for 
Healthcare Leadership (NCHL  2005 ;   www.
nchl.org/ns/documents/CompetencyModel    ). 
A benchmarked, researched, and validated 
model, NCHL takes 26 leadership competen-
cies critical to the  fi eld of health and assigns 
them to one of three domains—Transformation, 
Execution, and People—that serve to capture 
the complexity and dynamic quality of the 
health leader’s role.    

 Additionally, there exist additional too-
numerous-to-count online and face-to-face 
offerings to enhance leadership skills (examples: 
American College of Mental Health 
Administration  (  2006  ) ; ATTC Leadership 
Institute for Addictions Professionals  (  2005  ) , 
California Health Care Foundation Leadership 
Program  (  2007  ) , California Institute for Mental 
Health Leadership Institute  (  2008  ) ). The physi-
cian who wishes to enhance his or her competen-
cies will  fi nd no short supply; the challenge is 
 fi nding the venue that is user friendly, effective, 
and salient to community psychiatry.  

   Assessment of Leadership 
Effectiveness 

 How does one know that effective leadership has 
indeed ensued? Bass  (  1998  )  developed the 
Multifactor Leadership Questionnaire (MLQ) to 
measure transformational leadership (inspira-
tional/charismatic, individualized consideration, 
intellectual stimulation), transactional leadership 
(contingent reward, management by exception), 
and laissez faire management, and showed that 
while every leader typically does some of each, 
transformational components are correlated with 
effectiveness, satisfaction, and extra effort in 
public and private sectors. There are multiple 
benchmarking tools on the market to assess if 
leaders are meeting their goals; the Center for 
Creative Leadership offers a 360° assessment 
tool for measuring leadership effectiveness and 
skills (  http.www.CCL.com    ) and the International 
Initiative for Mental Health Leadership  (  2011  )     
provides support and technical assistance to par-
ticipating countries/organization (including 
SAMHSA) to assess their leadership training 
(  www.iimhl.com    ). 

 The AACP has develop a tool (the ROSE: 
Recovery-Oriented Services Evaluation) which 
asks clinicians to rate their organization in 
terms of  fi delity to recovery-oriented philoso-
phies. It has 46 questions related to administra-
tion (for example: “promotion of recovery is 
included in the organization’s mission and 
vision”), treatment (for example: “all clinical 

http://www.samhsa.gov/matrix_mh.aspx
http://www.ache.org
http://www.nchl.org/ns/documents/CompetencyModel
http://www.nchl.org/ns/documents/CompetencyModel
http://http.www.CCL.com
http://www.iimhl.com
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services encourage the use of self-management 
principles”), supports (for example: “choices 
made by service users are respected by provid-
ers”), and organizational culture (for example: 
“service users feel valued and welcomed”). One 
rates the organization on each question from zero 
to three, deriving a  fi nal score that then “mea-
sures” the recovery orientation of the organiza-
tion. On face validity, it would appear that the 
ROSE might be able to identify those organiza-
tions still struggling to embrace recovery, 
although validity and reliability studies of the 
instrument are not yet available (AACP  2003  ) .  

   Conclusion: Transforming Leadership 
in Community Psychiatry 

 It is critical that community psychiatry leaders 
step forward to assume leadership positions. With 
dwindling numbers and increasing demand, 
processes for planning to respond to new 
challenges must be put in place by leaders skilled 
in transformation, who know how to perform 
strengths-based assessments and elicit consumer-
centered treatment planning, and who embrace 
philosophies of rehabilitation, recovery, and 
inclusion. The necessary attributes of effective 
leadership are reviewed. Training and education 
options are proffered, in the hopes that psychia-
trists can be engaged and energized to meaning-
fully advocate and contribute solutions to this 
century’s new mental health challenges in com-
munity psychiatry.      
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