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cc 2018A2 1.A.1 Proposed Position Statement on Safe Prescribing 
All Areas/Assembly Groups: Primary – Area 7, Secondary – RFMs 

cc 2018A2 4.B.1 Retire 1981 Position Statement: Confidentiality of Medical Records: Does the 
Physician have a Right to Privacy Concerning His or Her Own Health Records? 
All Areas/Assembly Groups: Primary – Area 4, Secondary – Area 6 
[From the JRC Report:  This position statement was submitted by the Council on 
Psychiatry and Law.  
Rationale:  The Council on Psychiatry and Law has determined that the 1981 Position 
Statement “Confidentiality of Medical Records: Does the Physician Have a Right to 
Privacy Concerning His or Her Own Health Records” is antiquated. In addition, the 
Council believes that the necessary elements of that document are sufficiently covered 
by the Position Statement on Inquiries about Diagnosis and Treatment of Mental 
Disorders in Connection with Professional Credentialing and Licensing (2015; Amended 
2017) [Click here to view this position statement, provided as a reference]. Therefore, 
the Council recommends that the 1981 Position Statement should be retired.] 

cc 2018A2 4.B.2 Retain 2013 Position Statement on Legislative Intrusion and Reproductive Choice 
All Areas/Assembly Groups: Primary – Area 1, Secondary – ACROSS 
[From the JRC Report:  This position statement was submitted by the Council on 
Psychiatry and Law.  
Rationale: The Council on Psychiatry and Law believes the Position Statement is 
current, relevant and should be retained.] 

2018A2 4.B.4 Revised Position Statement on Consistent Treatment of All Applicants for State 
Medical Licensure  
All Areas/Assembly Groups: Primary – Area 5, Secondary – M/URs 
[From the JRC Report:  This position statement was submitted by the Council on 
Medical Education and Lifelong Learning.   
Rationale: The Council on Medical Education and Lifelong Learning believes that this 
position statement is still relevant and needed. The Council recommends retention of 
this position with a clarification of language as below. 
The APA fully endorses the need for an equitable, fair and consistent treatment for state 
medical licensure for those applicants who graduated from medical school in the state they are 
applying, graduated from a school in another state or graduated from a school in another 
country.] 
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cc 2018A2 4.B.5 Retain Position Statement on Residency Training Needs in Addiction Psychiatry 
for the General Psychiatrist 
All Areas/Assembly Groups: Primary – Area 2, Secondary – ECPs    
[From the JRC Report:  This position statement was submitted by the Council on 
Medical Education and Lifelong Learning.   
Rationale: The Council reviewed the position statement. The statement meets all 
criteria for retention. Nothing has changed. The council recommends this position be 
retained.] 
 

cc 2018A2 4.B.6 Retain Position Statement on Neuroscience Training in Psychiatry Residency  
Training 
All Areas/Assembly Groups: Primary – ECPs, Secondary – Area 7)  

 [From the JRC Report:  This position statement was submitted by the Council on 
Medical Education and Lifelong Learning.   
Rationale: The Council reviewed the position statement. Neuroscience education 
varies from program to program. The Council supports the aspirational intention of 
this action and recommends retention.] 

 
cc 2018A2 4.B.14 Retire Position Statement on Therapies Focused on Attempts to Change Sexual 

Orientation (Reparative or Conversion Therapies) 
All Areas/Assembly Groups: Primary – M/URs, Secondary – Area 4 
[From the JRC Report:  This position statement was submitted by the Council on 
Minority Mental Health and Health Disparities.  NB: The proposed Position Statement: 
Conversion Therapy and LGBTQ Patients, if approved will supersede the position 
statement Therapies Focused on Attempts to Change Sexual Orientation.] 

 
cc 2018A2 4.B.16 Revised Position Statement on Elder Abuse, Neglect and Exploitation 

All Areas/Assembly Groups: Primary – Area 3, Secondary – Area 1 
[From the JRC Report:  This position statement was submitted by the Council on 
Geriatric Psychiatry.] 
 
CLEAN VERSION   REDLINE VERSION 

 
cc 2018A2 4.B.17 Retire Position Statement: 2007 Reactive Attachment Disorder   
   All Areas/Assembly Groups: Primary – Area 6, Secondary – Area 2 

[From the JRC Report:  This position statement was submitted by the Council on 
Children, Adolescents, and Their Families.  
Rationale: The Council recommends that this position statement be retired as it is 
outdated.] 

 
cc 2018A2 4.B.18 Retain Position Statement: 2007 Family Planning   
   All Areas/Assembly Groups: Primary – RFMs, Secondary – ACROSS 

[From the JRC Report:  This position statement was submitted by the Council on 
Children, Adolescents, and Their Families. 
Rationale: The Council recommends that this position statement be retained as it is 
still relevant.] 

 



Item 2018A2 1.A.1 
Consent Calendar 

Back-up (If Removed):  All Areas/Assembly Groups:  Primary- Area 7, Secondary- RFMs 
Assembly 

November 2-4, 2018 
Board of Trustees  

Report to the Assembly 
 

 
 

ACTION: 
Will the Assembly approve the Proposed Position Statement on Safe Prescribing? 
 
N.B.  
The Proposed Position Statement was developed by the APA Work Group on Safe Prescribing and 
approved by the Board of Trustees at its July 2018 meeting. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

APA Official Actions 
 

Position Statement on Safe Prescribing 
 

Approved by the Board of Trustees, July 2018 
Approved by the Assembly, XXXX 

 
“Policy documents are approved by the APA Assembly and Board of Trustees. . .  These are . . . position statements that define 
APA official policy on specific subjects. . .” – APA Operations Manual 

 
 
APA Position: 
 
1) The treatment with medication of patients with mental illness requires a foundation of 
medical education, training, supervision, and care of patients with a broad range and severity 
of medical problems. 2) The safety of patients and the public must be the primary consideration 
of each state licensing agencies and legislatures. 
 
Authors: 
APA Work Group on Safe Prescribing  
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Confidentiality of Medical Records: 

Does the Physician Have a Right to Privacy 

Concerning His or Her Own Health Records? 
POSITION STATEMENT 

Approved by the Board of Trustees, December 1980 

Approved by the Assembly, May 1981 

 
"Policy documents are approved by the APA Assembly and Board of Trustees…These are … position 

statements that define APA official policy on specific subjects…"  -- APA Operations Manual. 

Prepared by the Task Force on the Impaired Physician
* 

of the Council on Medical Education and Career 

Development. 

 

It has been proposed that physicians (and students aspiring to become physicians) have a special duty to the public 

which can only be discharged by requiring that the physician's own health record, especially information pertaining 

to the physician's mental health, be exposed to the scrutiny of those who oversee the quality of medical care or the 

fitness of individuals to practice medicine. This supposed duty of disclosure is said to arise from the special role 

physicians have in society and the vulnerability of the public to potential harm from inept, malicious, or otherwise 

dangerous doctors. This role also places a burden on those who select physicians and scrutinize their performance 

so that the public interest is adequately safeguarded. This raises the general question, Does the expectation of 

medical confidentiality extend to the physician's own health records when the physician is a patient? 

 

The short answer to this question is, No convincing argument has been advanced to show that a patient should be 

deprived of the right to the privacy of his or her medical record simply because he or she has chosen to study or 

practice medicine. 

 
The traditional privacy of communications between a patient and his or her physician rests on the judgment that 

society benefits when sick people have unimpeded access to necessary medical treatment. This expec tation of 

medical confidentiality is reflected in medical ethics (1), contract law (2), and the common law (3) and has been 

enacted into statutory law in a majority (N=36) of jurisdictions (4).
** 

Recently, a federal district court found that the 

right to privacy of medical records has a Constitutional basis (5). We have been unable to find laws that except 

physicians from these protections when they become ill and seek treatment.  

 
In attempting to balance the danger to the public from mental disorders in physicians against the rights of all patients 

to privacy, we believe that the reasonable protection of patients does not require the assumption that anyone who is 

or who has been a psychiatric patient is potentially so harmful to patients that he or she cannot practice medicine 

without first presenting his or her otherwise private medical record for public scrutiny. There is no evidence to 

suggest that the hazard is so great that normal safeguards are inadequate. Moreover, there is, in our view, a greater 

danger that individuals needing treatment will be barred from obtaining professional help if getting it would require 

them to bare their innermost secrets to public or private overseers. More likely, they would try to conceal the need 

and continue to practice without diagnosis and treatment for what might be curable ills.  

__________ 
*
The Task Force (now a committee) included Robert E. Jones, M.D. (chairperson), Manuel M. Pearson, M.D., 

Stephen Scheiber, M.D., Douglas A. Sargent, M.D., and Robert Marvin, M.D. (Assembly liaison). 
**

As of February 1983, 42 states plus the District of Columbia had enacted psychotherapist-patient privilege statutes. 

The authority is the case of Zuniga v. Pierce (714 Federal Reporter 2d, 632-642, 1983). 

 
The American Psychiatric Association is a national medical specialty society, founded in 

1844, whose 36,500 physician members specialize in the diagnosis and treatment of mental 

and emotional illnesses and substance use disorders. 



APA Document Reference No. 800007 

 

 
The competition for admission to medical school is severe and begins early. If it were to become generally known 

that potential physicians who had consulted psychiatrists or other mental health professionals would be required to 

disclose that fact in the medical school application process, many needing treatment either would not get it or would 

conceal the fact, viewing a “psychiatric history” as an impediment to acceptance. Further, as Silver and associates  

(6) have shown, there are no data correlating psychiatric diagnosis and treatment with performance in medical 

school or practice. 

 
What is true for medical students is even more likely in the case of the practicing physician, who stands to lose his 

or her means of livelihood, cannot easily change a career already launched, and does not have the student's option of 

simply choosing not to enter medicine rather than have his or her secrets known. Recent experience with “snitch 

laws” in New York and elsewhere (7) suggests that this fear of disclosure is real and not merely theoretical, 

confirming Slovenko's suggestion (8) that mental disorder is today's “loathsome disease,” the analogue of those 

socially impairing conditions that first led to the development of the physician-patient privilege. Citing Eldridge's 

The Law of Defamation, Slovenko said, 

 

Surveys indicate that the general public regards a person seeking a psychiatrist with fear, distrust, or dislike. The 

public generally acts differently toward a psychiatric patient. This is reflected in the law of defamation where it is 

provided that a statement that a person is mentally ill is an “imputation of want of ability to discharge the duties of 

that person's ... profession ...” and thus slander on its face. 

 
It is no comfort to the disturbed medical student or physician that the public's prejudices may not be shared by 

medical school admissions committees or medical practice boards, especially since experience suggests that 

physicians share the public view of psychiatry and our patients. Far from protecting the public, it is likely that 

abolition of the confidentiality of the physician's or medical student's personal health record would simply 

discourage troubled people, many with treatable disorders, from finding appropriate medical help and would hamper 

those who try to help them. We are naturally concerned, since we believe that such an impaired individual is far 

more likely to endanger patients than would be the case if medical treatment were a private matter for medical 

practitioners as it is for others. 

 
Medical schools, hospitals, licensure boards, and other regulatory bodies seeking to know whether a history of 

medical or psychiatric disorder impairs present functioning are advised to do so on a case-by-case basis, as such a 

history has little predictive value. A medical psychiatric evaluation by a consultant hired for the purpose of 

determining present competence should be obtained for evaluating applicants whose fitness is questioned and who 

have given voluntary, informed consent. Such evaluations should be made only for cause and should not be 

routinely required of all applicants. 

 

In short, the mandatory disclosure of the physician's confidential medical or personal history is without merit.  

 
Both tradition and public policy, as reflected in the laws of privacy, favor access to therapy for all who need it, 

including physicians. The supposedly heightened protections for patients sought by those who would exclude 

physicians from the traditional safeguards of medical confidentiality are illusions. We urge support for the 

traditional view and oppose forced disclosure, which seems to promise more benefit than we think it can deliver.  

 
1. American Medical Association Judicial Council: Section 9, in Principles of Medical Ethics. Chicago, AMA,  1969 

2. Horne v Patton, 287 S 2d 824 (Ala S Ct 1974) 

3. Warren SD, Brandeis S: The right to privacy. Harvard Law Review 4:193, 1890 

4. Slovenko R: Psychotherapist-patient testimonial privilege: a picture of misguided hope. Catholic University Law 

Review 23:649-673, 1974 

5. Hawaiian Psychiatric Society, District Branch, American Psychiatric Association v Ariyoshi, 481 S Supt 1028, 

1052 (D Hawaii 1979) 

6. Silver LB, Nadelson CC, Joseph EJ, et al: Mental health of medical school applicants: the role of the admissions 

committee. J Med Educ 54:534-538, 1979 

7. Block MA: Disabled physician: rehabilitation versus punishment. NY State J Med 79:1025-1028, 1979 

8. Slovenko R: Accountability and abuse of confidentiality in the practice of psychiatry. Int J Law Psychiatry 2:431 - 

454, 1979 
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Position Statement on Inquiries about Diagnosis and 
Treatment of Mental Disorders in Connection with 

Professional Credentialing and Licensing 
 

Approved by the Board of Trustees, July 2015 
Approved by the Assembly, May 2015 

Amended by the Council on Psychiatry and the 
Law, September 2017 

 
 

“Policy documents are approved by the APA Assembly and Board of Trustees. . .  These are . . . position statements that define 
APA official policy on specific subjects. . .” – APA Operations Manual 

 
 
 

Issue: 
The APA recognizes the important role served by licensing boards, institutional privileging committees, 
insurance credentialing panels, and other entities charged with protecting the public from impaired 
physicians, attorneys, and other licensees. In discharging their responsibilities, these entities legitimately 
may inquire about current functional impairment in professional conduct and, when relevant, current 
general medical or mental disorders that may be associated with such impairment. However, the APA 
believes that prior diagnosis and treatment of a mental disorder are, per se, not relevant to the question 
of current impairment and that oversight entities should not include questions about past diagnosis and 
treatment of a mental disorder as a component of a general screening inquiry. 

 
APA Position Statement: 
The APA recommends the following principles to guide licensing boards and other regulatory 
agencies, and training programs. 
1. General screening inquiries about past diagnosis and treatment of mental disorders are overbroad 

and discriminatory and should be avoided altogether. A past history of work impairment, but not a 
report of past treatment or leaves of absence, may be requested. 

2. The salient concern for licensing entities is always the professional’s current capacity to function 
and/or current functional impairment. Questions on application forms should inquire only about 
the conditions that currently impair the applicant’s capacity to function as a licensee, and that are 
relevant to present practice. As examples of questions that might be asked, the following are 
suggested: 

Question: Are you currently using narcotics, drugs, or intoxicating liquors to such an extent 
that your ability to practice [law / medicine / other profession] in a competent, ethical and 
professional manner would be impaired? (Yes/No) 
Question: Are you currently suffering from a condition that impairs your judgment or that 
would otherwise adversely affect your ability to practice [law / medicine / other profession] in 
a competent, ethical and professional manner? (Yes/No) 

APA Official Actions 



3. If a relevant impairment of functioning has been acknowledged by the applicant or 
documented by other sources, inquiries about mental health treatment may be appropriate 
for the sole purpose of understanding current functioning and future performance. 

4.   If conduct that would otherwise provide grounds for denial or revocation of a professional 
license or privileges has been documented or acknowledged by the applicant, it would also be 
appropriate to ask the applicant whether a disorder or condition was raised to explain that 
conduct. 

5. Applicants must be informed of the potential for public disclosure of any information they 
provide on applications. 

6. If the applicant raises a mental health diagnosis or treatment as an explanation for conduct or 
behavior that may otherwise warrant denial of credentials or licensure, the licensing board may 
inquire into such diagnosis or treatment. Such inquiry shall be narrowly, reasonably, and 
individually tailored. Medical or hospital records requested shall be by way of narrowly tailored 
requests and releases that provide access only to information that is reasonably needed to 
assess the applicant’s fitness to practice. All personal or health-related information shall be 
kept strictly confidential and shall be accessed only by individuals with a legitimate need for 
such access.1 

7. Personal health information collected by the board should be kept confidential and should be 
destroyed after a reasonable period of time. 

 

Authors: Council on Psychiatry and the Law. 
Written by Richard Bonnie, Paul Appelbaum, and Patricia Recupero. 

                                                           
1 Language adapted from Settlement Agreement Between the United States of America and the Louisiana Supreme 
Court under the Americans with Disabilities Act, August 13, 2014, http://www.ada.gov/louisiana-supreme-
court_sa.htm, Terms and Conditions, § (A) (13) (c). 

http://www.ada.gov/louisiana-supreme-court_sa.htm
http://www.ada.gov/louisiana-supreme-court_sa.htm


Background 
Professional licensing agencies have traditionally made wide-ranging inquiries into applicants’ 

past psychiatric histories. Although the passage of the Americans with Disabilities Act in 1990 raised 
serious doubts about the legality of these inquiries, licensing agencies have been reluctant to abandon 
them, notwithstanding official statements disapproving them by the American Bar Association in 19941 

and the American Psychiatric Association in 1997.  The issue has recently received renewed attention in 
the press, in the legal literature and in the courts. Against this backdrop, the Department of Justice’s 
Civil Rights Division launched a formal investigation of Louisiana’s attorney licensure system in 2011, 
culminating in a settlement agreement in August, 2014.2 The provisions of this agreement significantly 
clarify the position of the Justice Department regarding the scope and type of questions about mental 
health histories and current condition that may be used in professional licensing inquiries.  In light of 
these developments, it is likely that responsible licensing and privileging agencies will be reconsidering 
their current practices. This Position Statement is designed to summarize the key principles that ought 
to guide these agencies as they review their questionnaires and protocols. 

The APA’s Position Statement is congruent, in principle, with the 1994 Resolution adopted on 
this subject by the American Bar Association, which states: 
BE IT RESOLVED, That the American Bar Association recommends that when making character and 
fitness determinations for the purpose of bar admission, state and territorial bar examiners, in carrying 
out their responsibilities to the public to admit only qualified applicants worthy of the public trust, 
should consider the privacy concerns of bar admission applicants, tailor questions concerning mental 
health and treatment narrowly in order to elicit information about current fitness to practice law, and 
take steps to ensure that their processes do not discourage those who would benefit from seeking 
professional assistance with personal problems and issues of mental health from doing so. 

 
BE IT FURTHER RESOLVED, That fitness determinations may include specific, targeted questions about an 
applicant’s behavior, conduct or any current impairment of the applicant’s ability to practice law. 

 
The prefatory paragraph of the APA’s Position Statement briefly reaffirms the basic anti-discrimination 
principle that lies at the heart of the ADA. Overly broad inquiries about past behavioral health treatment 
discriminate against applicants by: making overbroad and unwarranted inquiries regarding applicants’ 
behavioral health diagnoses and treatment; subjecting applicants to burdensome supplemental 
investigations triggered by their behavioral health status or treatment; making unwarranted licensure or 
admissions recommendations based on stereotypes of persons with disabilities; imposing additional 
financial burdens on people with disabilities; failing to provide adequate confidentiality protections 
during the licensing or admissions process; and implementing burdensome, intrusive, and unnecessary 
conditions on licensure or admissions that are improperly based on individuals’ behavioral health 
diagnoses or treatment. 

 
The APA’s Position Statement enunciates these principles: 

• The first principle declares that open-ended inquiries about past mental health diagnosis and 
treatment, or proxy questions pertaining to leaves of absence, are unacceptable. The DOJ- 
Louisiana Settlement Agreement acknowledges this principle. 

 

• The second principle declares that inquiries about the person’s current mental and physical 
condition are acceptable if and only if they relate to the person’s current capacity to carry out 
professional functions. The illustrative questions are similar to the questions used by the 
National Conference of Bar Examiners and were specifically endorsed in the DOJ-Louisiana 

Settlement Agreement. The meaning of “current” condition is not defined in the Settlement 
Agreement or the APA Position Statement. 

  



 

• The third and fourth principles are designed to address the limited circumstances under which 
licensing agencies may inquire about past mental health history and treatment. They may do so 
only when they are exploring the current and future significance of past impairments of 
functioning or misconduct documented in the record or acknowledged by the applicant. The 
kinds of questions that would be compatible with these principles are illustrated in paragraph 14 
of the DOJ-Louisiana Settlement Agreement which specifically endorses question 27 on the 
National Conference of Bar Examiners questionnaire: 

 
27. Within the past five years, have you engaged in any conduct that: 

(1) resulted in an arrest, discipline, sanction or warning; 
(2) resulted in termination or suspension from school or employment; 
(3) resulted in loss or suspension of any license; 
(4) resulted in any inquiry, any investigation, or any administrative or judicial 
proceeding by an employer, educational institution, government agency, professional 
organization, or licensing authority, or in connection with an employment disciplinary 
or termination procedure; or 
(5) endangered the safety of others, breached fiduciary obligations, or constituted a 
violation of workplace or academic conduct rules? 

If so, provide a complete explanation and include all defenses or claims that you offered 
in mitigation or as an explanation for your conduct. 

 

• The fifth through seventh principles are designed to assure that applicant’s personal health 
data remain confidential unless there are specific circumstances under which information 
obtained during the agency’s inquiry may be made public. 

 
The settlement agreement in Louisiana further provides that if any inquiry is made regarding 
the applicant’s health status, the licensing board (or a medical professional retained by the 
board) will first request statements from the applicant and, if reasonably deemed necessary 
by the licensing board (or a medical professional retained by the board), the applicant’s 
treating professional. The treating professional’s statements shall be accorded considerable 
weight, and medical records shall not be requested unless a statement from, and further 
dialogue with, the applicant’s treating professional fails to resolve the board’s reasonable 
concerns regarding the applicant’s fitness to practice.2 

 
The settlement agreement in Louisiana also provides that an independent medical 
examination shall not be requested unless all other means described in this paragraph fail to 
resolve the board’s reasonable concerns regarding the applicant’s fitness to practice, and, if 
requested, shall occur at a time and location convenient to the applicant.2 

 
 
 
 
 
 

 

 

1 ABA Bar Admissions Resolution, 18 Mental and Physical Disability Law Reporter 597 (1994). 
 
2 Settlement Agreement Between the United States of America and the Louisiana Supreme Court under the 
Americans with Disabilities Act, August 13, 2014, http://www.ada.gov/louisiana-supreme-court_sa.htm. 

                                                           

http://www.ada.gov/louisiana-supreme-court_sa.htm
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  APA Official Actions  
 

Position Statement on Legislative 
Intrusion and Reproductive Choice 

 

Approved by the Board of Trustees, December 2013 

Approved by the Assembly, November 2013 

 
"Policy documents are approved by the APA Assembly and 

Board of Trustees…These are…position statements that define 

APA official policy on specific subjects…" – APA Operations 

Manual. 

 

A growing number of state legislatures have enacted or are considering 

legislation requiring physicians who are counseling and treating 

pregnant women to follow specific scripts and protocols in 

communicating with their patients and providing medical care to them. 

These required scripts include inaccurate statements about the effects of 

abortion on the woman’s health and well-being. Prescribed exami- 

nation protocols typically include mandated ultrasound 

procedures which women are encouraged or required to view. 

Although it is appropriate for states to require disclosure of 

material information regarding the risks of any recommended 

treatment and to obtain informed consent, these statutes are not 

designed to assure informed decision-making; instead they represent an 

unprecedented effort by the government to use physician 

communications as an instrument for discouraging pregnant women 

from exercising their constitutional right to make their own 

reproductive choices. These laws intrude into the privacy of 

physician-patient communications and, in so doing, compromise 

the rights of both patients and physicians. They are strongly 

opposed by the American Psychiatric Association. 

 

 

 

 
 

 

 

 

 

 
 

 

 

 

 
 

 

 

 

 

 
 

 

 

 

 

 
 

 

© Copyright, American Psychiatric Association, all rights reserved. 
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APA Official Actions 

 
Position Statement on Consistent Treatment of All Applicants 

for State Medical Licensure 
(Clean Version) 

 
Approved by the Board of Trustees, July 2015 

Approved by the Assembly, May 2015 
 
 

“Policy documents are approved by the APA Assembly and Board of Trustees. . .  These are . . . position statements that define 
APA official policy on specific subjects. . .” – APA Operations Manual 

 
 
 

The APA fully endorses the need for an equitable, fair and consistent treatment for state 
medical licensure for those applicants who graduated from medical school in the state they 
are applying, graduated from a school in another state or graduated from a school in another 
country. 
 
 
 

 



Item 2018A2 4.B.4 
All Areas/Assembly Groups:  Primary- Area 5, Secondary- M/URs 

Assembly 
November 2-4, 2018 

 
APA Official Actions 

 
Position Statement on Consistent Treatment of All Applicants 

for State Medical Licensure 
(Redline Version) 

 
Approved by the Board of Trustees, July 2015 

Approved by the Assembly, May 2015 
 
 

“Policy documents are approved by the APA Assembly and Board of Trustees. . .  These are . . . position statements that define 
APA official policy on specific subjects. . .” – APA Operations Manual 

 
 
 

The APA fully endorses the need for an equitable, fair and consistent treatment for state 
medical licensure for those applicants who graduated from medical school in the state they 
are applying, graduated from a school in another state or graduated from a school in another 
country. 
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  APA Official Actions  
 

Position Statement on Residency Training Needs in 
Addiction Psychiatry for the General Psychiatrist 

 
Approved by the Board of Trustees, December 2014 Approved by the Assembly, November 2014 

 
"Policy documents are approved by the APA Assembly and Board of Trustees…These are…position statements that define APA official policy on specific 

subjects…" – APA Operations Manual. 

 
General psychiatry residency training programs should optimize training such that general psychiatrists are competent in 

providing screening, brief intervention, referral to treatment (SBIRT); management of psychoactive substance intoxication and 

withdrawal; evidence-based pharmacotherapy for substance use disorders; manage- ment of co-occurring substance use 

and other psychiatric disorders; and should have exposure to evidence-based psychotherapy and other psychosocial 

interventions for substance use disorders such as motivational interviewing, cognitive-behavioral therapy, twelve-step 

programs, among others. 

 
Authors: Karen Drexler, M.D.; Michael Ketteringham, M.D., M.P.H.;  Keith Hermanstyne, M.D., M.P.H. 

 
. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

© Copyright, American Psychiatric Association, all rights reserved. 
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  APA Official Actions  

 

Position Statement on Neuroscience Training in 
Psychiatric Residency Training 

 
Approved by the Board of Trustees, July 2015 

Approved by the Assembly, May 2015 
 
 

“Policy documents are approved by the APA Assembly and Board of Trustees. . . These are . . . position statements 
that define APA official policy on specific subjects. . .” – APA Operations Manual 

 

Issue: An essential element of the mission of the American Psychiatric Association is to promote 
excellence in psychiatric education and training in order to foster the highest quality of care for 
individuals with mental disorders, mental retardation and substance–related disorders, and their 
families. The increase in clinically applicable neuroscience knowledge has created a need for 
residency curricular development. The APA is already a partner in the National Neuroscience 
Curriculum Initiative, an NIMH-funded multi-center project that aims to create an accessible web- 
based set of materials to support residency training (www.nncionline.org/). The APA must take a 
leadership role in advocating for the necessary elements in residency education to prepare future 
psychiatrists to meet the behavioral health needs of Americans. 

 

APA Position: A comprehensive understanding of neuroscience and its application to 
psychiatric treatment should be one of the core requirements of psychiatric training. 

 
 

Authors: The Ad Hoc Work Group on Education and Training, 2015: 
Richard F. Summers, M.D., Chairperson 
Sheldon Benjamin, M.D., Member 
Tami Benton, M.D., Member 
Carol Bernstein, M.D., Member 
Lara J. Cox, M.D., M.S., Member 
Jed Magen, D.O., M.S., Member 
Michele Pato, M.D., Member 
Laura Roberts, M.D., Member 
John Sargent, M.D., Member 
Christopher Thomas, M.D., Member 
Glenda Wrenn, M.D., Member 

Greg Briscoe, M.D., ADMSEP Representative 
Carlyle Chan, M.D., AAP Representative 
Jeffrey Lyness, M.D., ABPN Representative 
Mark Rapaport, M.D., AACDP Representative 
Christopher Varley, M.D., AADPRT Representative 
Annelle Primm, M.D., M.P H., M.P.H., APA Administration 
Kristin Kroeger, APA Administration 
Nancy Delanoche, M.S., APA Administration 
Tristan Gorrindo, M.D., APA Director of Education 

http://www.nncionline.org/
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APA Official Actions 

Position Statement on Therapies Focused 
on Attempts to Change Sexual Orientation 

(Reparative or Conversion Therapies) 

Approved by the Board of Trustees, March 2000 

Approved by the Assembly, May 2000 

"Policy documents are approved by the APA Assembly and 
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Preamble 
In December of 1998, the Board of Trustees issued a 

position statement (see attached) that the American 

Psychiatric Association opposes any psychiatric treatment, 

such as "reparative" or conversion therapy, which is based 

upon the assumption that homosexuality per se is a mental 

disorder or based upon the a priori assumption that a 

patient should change his/her sexual homosexual orien- 

tation. In doing so, the APA joined many other profes- 

sional organizations that either oppose or are critical of 

"reparative" therapies, including the American Academy of 

Pediatrics, the American Medical Association, the Ameri- 

can Psychological Association, The American Counseling 

Association, and the National Association of Social 

Workers (1). 

The following Position Statement expands and elabor- 

ates upon the statement issued by the Board of Trustees in 

order to further address public and professional concerns 

about therapies designed to change a patient's sexual 

orientation or sexual identity. It augments rather than 

replaces the 1998 statement. 

Position Statement 
In the past, defining homosexuality as an illness buttressed 

society's moral opprobrium of same-sex relationships (2). 

In the current social climate, claiming homosexuality is a 

mental disorder stems from efforts to discredit the growing 

social acceptance of homosexuality as a normal variant of 

human sexuality. Consequently, the issue of changing sex- 

ual orientation has become highly politicized. The inte- 

gration of gays and lesbians into the mainstream of 

American society is opposed by those who fear that such 

an integration is morally wrong and harmful to the social 

fabric. The political and moral debates surrounding this 

issue have obscured the scientific data by calling into 

question the motives and even the character of individuals 

on both sides of the issue. This document attempts to shed 

some light on this heated issue. 

The validity, efficacy and ethics of clinical attempts to 

change an individual's sexual orientation have been 

challenged (3,4,5,6). To date, there are no scientifically 

rigorous outcome  studies to  determine  either  the actual 

efficacy   or   harm   of   "reparative"   treatments.      There is 

sparse scientific data about selection criteria, risks versus 

benefits of the treatment, and long-term outcomes of 

"reparative" therapies. The literature consists of anecdotal 

reports of individuals who have claimed to change, people 

who claim that attempts to change were harmful to them, 

and others who claimed to have changed and then later 

recanted those claims (7,8,9). 

Even though there are little data about patients, it is still 

possible to evaluate the theories which rationalize the 

conduct of "reparative" and conversion therapies. Firstly, 

they are at odds with the scientific position of the American 

Psychiatric Association which has maintained, since 1973, 

that homosexuality per se, is not a mental disorder. The 

theories of "reparative" therapists define homosexuality as 

either a developmental arrest, a severe form of psycho- 

pathology, or some combination of both (10-15). In recent 

years, noted practitioners of "reparative" therapy have 

openly integrated older psychoanalytic theories that path- 

ologize homosexuality with traditional religious beliefs 

condemning homosexuality (16,17,18). 

The earliest scientific criticisms of the early theories 

and religious beliefs informing "reparative" or conversion 

therapies came primarily from sexology researchers (19- 

27). Later, criticisms emerged from psychoanalytic sources 

as well (28-39). There has also been an increasing body of 

religious thought arguing against traditional, biblical 

interpretations that condemn homosexuality and which 

underlie religious types of "reparative" therapy (40-46). 
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Issue: 
 
Elder abuse, neglect, and exploitation have been identified as major public health problems.  All 50 
states have adopted either mandatory or voluntary reporting laws.   Abuse may be physical, emotional, 
and/or sexual, and may include threats, insults, harassment, harsh orders, infantilization, restriction of 
social and religious activity, financial exploitation, and failure to provide a safe environment.  Older 
adults who suffer abuse, neglect and/or exploitation may be located in caregiving settings ranging from 
home to skilled nursing facilities.   They may experience significant shame and ambivalence about 
prosecuting the perpetrators, especially when they are family members.  Those with common geriatric 
syndromes such as cognitive impairment, delirium, falls, stroke, incontinence and overall decreased 
mobility are particularly vulnerable to victimization.  Psychiatric symptoms seen in abused elderly 
persons may include, but are not limited to, resignation, ambivalence, fear, anger, cognitive impairment, 
insomnia, substance abuse, delirium, agitation, lethargy, and self-neglect.  Depression and anxiety may 
result from abuse, and may also increase risk of abuse as vulnerable older adults become more socially 
isolated.  Perpetrators of abuse may also have substance use and/or psychiatric disorders, including 
dementia, and may themselves require treatment. Elder abuse, neglect and financial exploitation are 
crimes. Psychiatrists may be called upon to participate in legal proceedings associated with elder abuse 
and may be in position to advocate for and help empower older adults to participate in this process 
when appropriate.  All of these activities are consistent with the APA’s vision of ensuring humane care 
and effective treatment for all persons with mental disorders and its mission to promote the highest 
quality of psychiatric care. 
 
APA Position: 
 
The American Psychiatric Association recommends completion of a comprehensive and culturally 

competent biopsychosocial assessment of older adult victims and, when clinically indicated, their 

perpetrators in order to facilitate effective interventions, including the utilization of legal, social and 
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financial resources.   Psychiatrists play a pivotal role in the identification and reporting of abuse, 

mitigation of risk, and treatment of the mental health sequelae of abuse. 

Authors: Council on Geriatric Psychiatry 
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Issue: 
 
Elder abuse, neglect, and exploitation have been identified as major public health problems.  All 50 

states have adopted either mandatory or voluntary reporting laws.   Abuse encompasses many forms 

including physical, emotional, and sexual abuse, neglect, and exploitation.  Abuse types are often co-

occuring and ongoing.  Older adults who experience abuse, neglect and financial exploitation can 

experience significant shame and ambivalence about prosecuting the perpetrators, especially when they 

are family members.  Older adults suffering from common geriatric syndromes such as cognitive 

impairment, delirium, falls, stroke, incontinence and overall decreased mobility are particularly 

vulnerable to victimization and may be located in various types of caregiving settings from home to 

skilled nursing facilities.  Depression and anxiety may result from abuse, but may also increase risk of 

abuse as vulnerable older adults become more socially isolated.  Psychiatric symptoms seen in abused 

elderly persons may include and are not limited to the following: resignation, ambivalence, fear, anger, 

cognitive impairment, depressed mood, insomnia, substance abuse, delirium, agitation, lethargy and 

self-neglect. 

Various types of emotional and physical abuse include: threats, insults, harassment, lack of safe 

environment, harsh orders, infantilization, restriction of social and religious activity, and financial 

exploitation. Perpetrators of abuse may also have mental illness and require treatment for disorders 

such as psychosis and substance use disorders.   Perpetrators of abuse may also have mental illness, 

including dementia, and require treatment for psychosis, behavioral disinhibition and substance abuse. 

This is particularly relevant in addressing APA’s vision of ensuring humane care and effective treatment 

for all persons with mental disorders and its mission to promote the highest quality of psychiatric care.  

Elder abuse, neglect and financial exploitation is a crime. Psychiatrists may be called upon to participate 
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in legal proceedings following cases of elder abuse including aspects such as capacity determinations. 

Care must be taken to advocate for and empower older adults to participate in this process when 

appropriate.  

 
APA Position: 
 
The American Psychiatric Association recommends completion of a comprehensive and culturally 

competent biopsychosocial assessment of older adult victims and, when clinically indicated, their 

perpetrators in order to facilitate effective interventions, including the utilization of legal, social and 

financial resources.   Psychiatrists play a pivotal role with identification of abuse, reporting, mitigation 

of risk and treatment of the mental health sequelae of abuse. 

Authors: Council on Geriatric Psychiatry 
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Reactive Attachment Disorder (RAD) is a complex 

psychiatric condition that affects a small number of  
children. It is characterized by problems with the forma-  
tion of emotional attachments to others that are present 
before age 5. A parent or a physician may first notice 
problems in attachment with the caregiver that ordinarily 
forms in the latter part of the first year of the child’s life.   
The child with RAD may appear detached, unresponsive, 
inhibited or reluctant to engage in age-appropriate social 
interactions. Alternatively, some children with RAD may be 
overly and inappropriately social or familiar, even with 
strangers. The social and emotional problems associated 
with RAD may persist as the child grows older. 

Children with RAD have had problems or severe 
disruptions in their early relationships. Many have been 
physically, emotionally or sexually abused. Others have 
experienced episodes of prolonged isolation or neglect. 
Some have had multiple or traumatic losses or changes in 
their primary caregiver. 

Children who exhibit signs of RAD need a compre- 
hensive psychiatric assessment. Particular care must be 
taken to distinguish RAD from one of the Pervasive 
Development Disorders, such as Autistic Disorder. These 
conditions are known to be neurodevelopmental in origin 
and are not caused by problems in early parenting. 

Children with RAD will benefit most from an 
individualized treatment plan that will usually include 
work with the child’s family to help them foster an 
attachment to their child. Except when complicating 
factors arise, hospitalization is generally contraindicated 
since the treatment goal is fostering an attachment 
between child and parent. 

While some therapists have advocated the use of so- 
called coercive holding therapies and/or “re-birthing 
techniques”, there is no scientific evidence to support the 
effectiveness of such interventions. In fact, there is a strong 
clinical consensus that coercive therapies are contra- 
indicated in this disorder. And unfortunately, as recent 
events attest, such unproven and unconventional therapies 
can also have tragic consequences. 

Parents and caregivers of children who show signs or 
symptoms of RAD should: 

• seek a comprehensive evaluation by an appro- 
priately trained, qualified and experienced mental 
health professional prior to the initiation of any 
treatment plan, 

• ask questions about the results of the evaluation, 

• make sure they understand in detail the risks as 
well as the potential benefits of any intervention, 
and 

• feel free to seek a second opinion if they have 
questions or concerns. 

 
Evaluating and treating children with complex child 

psychiatric conditions such as Reactive Attachment Dis- 
order is challenging. There are no simple solutions or 
magic answers. However, close and ongoing collaboration 
between the child’s family and the treatment team will 
increase the likelihood of a successful outcome. 
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This statement was prepared by the Task Force on Family Planning and 
Population.1 

 
INDIVIDUAL CHOICE as to whether and when to become a parent and the 
prevention of unwanted pregnancy or birth is an important way to promote 
and safeguard the health and welfare of Individuals, families, and commun- 

 

ities. Birth control, including contraception, medically safe abortion, and 
voluntary sterilization should therefore be available universally to every 
individual on request to prevent unwanted pregnancy or parenthood as a 
part of standard health care and medical services. 

 
1The task force included: Eugene B. Brody, M.D., chairman, Robert Cancro, 
M.D., Stephen Fleck, M.D., and E. James Lieberman, M.D.; Henry P. David, 
Ph.D., Cornelia Friedman, M.D., Zigmond M. Lebensohn, M.D., Warren 
Miller, M.D., Lucile Newman, Ph.D., and M.D. Shelesnyak, Ph.D., 
consultants; Richard Barthel, M.D., Falk Fellow; John Cawte, M.D., and 
James Fawcett, Ph.D., corresponding consultants; and Lane Ameen, M.D., 
liaison with the Council on Emerging Issues. 

(American Journal of Psychiatry 131:4, 498) 
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