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Psychiatrists Disciplined by a State Medical Board

James Morrison, M.D.
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Objective: This study determined the risk
of discipline by a medical board for psychi-
atrists relative to other physicians and as-
sessed the contributions to such risk.

Method: Physicians disciplined by the
California Medical Board in a 30-month
period were compared with matched
groups of nondisciplined physicians.

Results: Among 584 disciplined physi-
cians, there were 75 (12.8%) psychiatrists,
nearly twice the number of psychiatrists
among nondisciplined physicians. Female
psychiatrists were underrepresented in the
disciplined group. Psychiatrists were signif-
icantly more likely than nonpsychiatrist
physicians to be disciplined for sexual rela-
tionships with patients and about as likely
to be charged with negligence or incompe-

tence. The disciplined and nondisciplined
psychiatrists did not differ significantly

from a group of 75 nondisciplined psychi-
atrists on years since medical school grad-

uation, international medical graduate
status, or board certification. The disci-

plined group included significantly more
psychiatrists who claimed child psychiatry
as their first or second specialty and signif-

icantly fewer psychoanalysts.

Conclusions: Organized psychiatry has

an obligation to address sexual contact
with patients and other causes for medi-

cal board discipline. This obligation may
be addressable through enhanced resi-

dency training, recertification exams, and
other means of education.

(Am J Psychiatry 2001; 158:474–478)

To date, there has been no comprehensive study of psy-
chiatrists who have been disciplined by a state medical
board or other jurisdiction. Although Morrison and Wick-
ersham (1) reported that psychiatrists were somewhat
overrepresented in a group of 375 physicians disciplined
by the California Medical Board, their data did not permit
definitive conclusions about any physician specialty. A
number of articles have addressed specific types of physi-
cian misconduct, but the conclusions of these studies
have sometimes been conflicting.

Several studies of malpractice rates and insurance
losses (2–4) have found psychiatrists less likely than other
physician specialists to incur malpractice claims or to lose
malpractice insurance. Psychiatrists are about as likely as
other physicians to prescribe drugs inappropriately (5, 6)
and have been overrepresented among physicians investi-
gated for inappropriate personal relationships with pa-
tients (7–9). Finally, although several studies of physically
or mentally impaired physicians (10–12) have reported
more psychiatrists than expected, Talbott et al. (13) did
not find psychiatrists to be overrepresented in a study of
1,000 impaired Georgia physicians.

In this study we examine the risk of psychiatrists’ being
disciplined in a consecutive series of physicians disci-
plined by the California Medical Board during a 30-month
period. On the basis of work previously cited, we predicted
that psychiatrists would be 1) overrepresented in the gen-
eral group of physicians and 2) more likely than other phy-
sicians to be disciplined for sexual misconduct.

Method

The Medical Board of California disciplines about 250 physi-
cians annually. The report of each such action, published in the
quarterly bulletin titled Action Report (14), includes the physi-
cian’s name, city and state of current record, description of cause
of action, and nature and date of action. For each physician so
identified, additional data were obtained from the American
Medical Association’s (AMA’s) Directory of Physicians (15), which
lists more than 723,000 physicians licensed or in training in the
United States. These entries are listed alphabetically by city and
state of record and include the following information: name of
medical school and date of graduation, date of first licensure, cur-
rent address, self-selected primary and secondary specialties,
board certifications, AMA Physician’s Recognition Awards, and
type of practice (resident in training, direct patient care, teach-
ing/research/administration, retired, or other).

We selected two matched comparison groups. The first com-
parison group (C-1) comprised, for each disciplined physician,
the next physician listed in the AMA directory who matched the
disciplined physician’s location (city, town, or rural area), type of
practice (patient care, administrative, academic/research, re-
tired, or in training), and gender. The second group (C-2) com-
prised, for each disciplined psychiatrist, the next psychiatrist in
the AMA directory who matched the disciplined physician on the
listed factors. When an appropriate match could not be made
from physicians listed in the disciplined physician’s exact city or
town, appropriate matches (city, town, or rural area) were found
in localities within the same state. For each comparison group,
the directory information was recorded, as was done for the disci-
plined physicians.

Physicians who surrendered their California licenses while un-
der investigation for alleged wrongdoing are also listed in Action
Report. Although the nature of the allegation is not stated, this
publicly available information was obtained by request from the
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Medical Board of California. The same directory information as
obtained for the other groups was recorded for each of the physi-
cians listed within the same 30 months.

In the analyses, we used SPSS for Windows (version 7.5) to
compute bivariate associations between each dependent variable
and the hypothesized predictor variable. Pearson’s chi-square
statistics were computed to detect significant associations.

Results

During the 30 months of the study, 584 physicians (of
approximately 104,000 licensed by the state of California)
were disciplined by the Medical Board of California, a rate
of about 0.25% per year. Of these, 75 (12.8%) listed their
primary specialty as psychiatry. Of the 584 C-1 compari-
son physicians, 42 (7.2%) listed themselves as psychia-
trists; the difference between the number of psychiatrists
in the disciplined and nondisciplined groups was highly
significant (χ2=9.73, df=1, p<0.001). Not included as psy-
chiatrists in subsequent analyses were an additional nine
(1.5%) disciplined physicians who claimed psychiatry as
their second specialty versus only three (0.5%) in the C-1
group (χ2=2.44, df=1, n.s.).

The 75 disciplined psychiatrists included six (8.0%)
women; although data for California physicians are not
available, nationally in 1995, 27.3% of all psychiatrists
were women (16) (p=0.0002, one-sample test for a bino-
mial proportion). Disciplined and nondisciplined psychi-
atrists had been out of school a mean of 27.9 years (SD=
8.8); they did not differ significantly on international med-
ical graduate status (13 versus 14, respectively) (χ2=0.00,
df=1, n.s.) or board certification (43 versus 46) (χ2=0.11,
df=1, n.s.). However, there were more than twice as many
disciplined as nondisciplined psychiatrists who claimed
child psychiatry as their first or second specialty (20 versus
nine, respectively) (χ2=4.27, df=1, p<0.05); there were far
fewer disciplined than nondisciplined psychoanalysts
(zero versus eight, respectively) (χ2=6.47, df=1, p<0.01).

Type of offenses leading to discipline are given in Table
1 for 584 physicians who were disciplined: 75 psychiatrists

and 509 nonpsychiatrists. Of the 721 offenses committed
by all 584 physicians, 58 (8.0%) were of a sexual nature.
Psychiatrists (N=20) made up 34% of all physicians disci-
plined at least in part for sexual relationships or other in-
appropriate personal contact with patients and were less
likely to be charged with negligence or incompetence.
Both of these comparisons were significant at the Bonfer-
roni-adjusted significance level of 0.05.

Of disciplined psychiatrists, 14 (18.7%) were disci-
plined for more than one offense, compared with 100
(19.6%) disciplined nonpsychiatrists (χ2=0.002, df=1,
n.s.). The severity of discipline for 75 psychiatrists and
509 nonpsychiatrists was as follows: letter of reprimand:
17 (23%) of psychiatrists versus 104 (20.4%) of nonpsychi-
atrists; stayed revocation: 28 (37.3%) versus 236 (46.4%),
respectively; temporary license suspension (unable to
practice): 11 (14.7%) versus 65 (12.8%); and license revo-
cation: 19 (25.3%) versus 109 (21.4%). Although the over-
all severity of discipline was slightly greater for psychia-
trists than for nonpsychiatric physicians, the difference
was not significant (χ2=1.66, df=3, n.s.).

Of the 159 physicians who surrendered their California
licenses while under investigation, 21 (13.2%) were psy-
chiatrists; among them were five child psychiatrists, one
psychoanalyst, and one addiction psychiatrist. The psy-
chiatrists who surrendered their licenses were being in-
vestigated for a total of 30 violations, including negligence
or incompetence (N=8), violations of sexual boundaries
(N=10), fraud (N=3), and impairment (mental, physical, or
substance abuse) (N=5).

Discussion

Both of our initial study predictions were fulfilled. Psy-
chiatrists were far more likely than the general population
of physicians to receive some form of discipline from the
California Medical Board. Although the reasons behind
these disciplinary actions were varied, inappropriate sex-
ual contact with patients was especially prominent. How-

TABLE 1. Nature of 721 Medical Board Violations by California Psychiatrists and Nonpsychiatrists Over a 30-Month Period

Nature of Violation

Psychiatrists Who Committed 
Violations (N=75)a

Nonpsychiatrist Physicians Who 
Committed Violations (N=509)a

N
Percent of 
Violators

Percent of All 
Nonpsychiatrist 

Physiciansb

Analysis

N
Percent of 
Violators

Percent of All 
Psychiatristsb

χ2

(df=1) p
Selling drugs, writing prescriptions, 

or possession of drugs 12 16 0.17 94 18 0.10 0.12 n.s.
Drug or alcohol impairment 13 17 0.19 56 11 0.06 1.94 n.s.
Mental or physical impairment 3 4 0.04 26 5 0.03 0.02 n.s.
Fraud, kickbacks, theft, tax evasion, 

or workers’ compensation insurance fraud 14 19 0.20 62 12 0.06 1.89 n.s.
Negligence or incompetence 13 17 0.19 206 41 0.21 13.96 <0.001
Inappropriate conduct (including sexual) 20 27 0.29 38 7 0.04 24.84 <0.001
Miscellaneous crimes 10 13 0.15 71 14 0.07 0.00 n.s.
Probation violation 6 8 0.09 29 6 0.03 0.27 n.s.
Licensure violation 2 3 0.03 46 9 0.05 2.72 n.s.
a Some physicians committed more than one offense.
b Based on approximate total numbers of psychiatrists (N=6,864) and nonpsychiatrist physicians (N=104,000) in California.



476 Am J Psychiatry 158:3, March 2001

PSYCHIATRISTS AND MEDICAL BOARD DISCIPLINE

ever, even after eliminating 16 psychiatrists and 26 other
physicians who were disciplined solely for violating sexual
boundaries, psychiatrists were still overrepresented
among disciplined physicians (χ2=4.69, df=1, p<0.05). In
addition, psychiatry was overrepresented among those
physicians who relinquished their licenses while under in-
vestigation. Disciplined physicians were more likely than
nondisciplined physicians to list psychiatry as their sec-
ond specialty. Donaldson (17) similarly reported that
psychiatrists constituted 22% of physicians referred for
possible disciplinary action to the medical staff of a large
National Health Service hospital in England.

Although our data do not permit definitive conclusions,
psychiatrists may be at a greater risk than most physicians
for discipline for misconduct other than sexual, especially
drug and alcohol problems, fraud, and theft. Pontell et al.
(18) found that psychiatrists constituted 18.4% of physi-
cians sanctioned by the federal government for Medicare
and Medicaid fraud or abuse. Psychiatrists were also over-
represented in the Gallegos et al. 1992 report (15%) (12) on
chemically dependent physicians and in Bissell and Sko-
rina’s report (22%) (11) on chemically dependent female
physicians. (We note that Talbott et al. [13] reported that
psychiatrists were not overrepresented in their review of
1,000 chemically impaired Georgia physicians.) However,
negligence and incompetence were not found to be high
for psychiatrists; previous studies (2–4, 19) have even re-
ported low malpractice claims rates for psychiatrists. On
balance, psychiatrists’ risk for medical board action may
extend across several areas of ethical conduct.

The area of greatest concern percentage-wise, sexual
misconduct, has been addressed in at least three previous
controlled studies. Enbom and Thomas (8) found that psy-
chiatrists received the second highest number of com-
plaints per 100 licensed physicians and the largest num-
ber resulting in board actions. Dehlendorf and Wolfe (7)
surveyed disciplinary actions for sex-related offenses from
nearly every state and jurisdiction and found that psychi-
atrists had proportionately the most such actions of any
medical discipline, about twice as many as the runner-up,
obstetrics-gynecology. Goodwin et al. (9) noted that in the
1980s, fully 3% of Wisconsin’s psychiatrists had been disci-
plined for sexual misconduct. Even these figures may un-
derreport the magnitude of the problem, considering the
finding of Gartrell et al. (20) that 7% of male and 3% of fe-
male psychiatrists reported having sexual contact with
their patients.

Several factors could increase psychiatrists’ risk of sex-
ual boundary violations. They often work in isolation, out
of view of other professionals. Also, psychiatrists have
more personal contact, longer and more sessions with in-
dividual patients, hence more opportunity to become inti-
mate with them. Of course, we cannot assume a direct cor-
relation between discipline and misconduct; patients may
be more likely to report sexual misconduct for physicians
of particular specialties. However, although we have no in-

formation on which to make judgments, we wonder
whether the nature of the problems that may render psy-
chiatric patients especially vulnerable to inappropriate
caregiver relationships may also make them more reluc-
tant than most to report sexual contact. We acknowledge
this problem with interpretation and urge further study to
resolve this ambiguity.

Impressive and somewhat puzzling in our data was the
significant absence of psychoanalysts from the ranks of
disciplined physicians (one surrendered his license while
under investigation but not for sexual boundary viola-
tions). Perhaps the additional prolonged training of psy-
choanalysts sensitizes them to the need for distance from
their patients. Or is it merely the practical effect of having,
on average, far fewer patients, hence less opportunity for
problematic interaction? Neither conjecture adequately
explains the absence of causes of discipline other than sex-
ual boundary violations for psychoanalysts. Indeed, the
only reference in the literature is a contrary note by Gartrell
et al. (20) that psychiatrists who admitted having sexual
contact with their patients were especially likely to have
undergone personal psychotherapy or psychoanalysis.

Dehlendorf and Wolfe (7) reported that child specialists
were disciplined for sex-related offenses to about the same
extent as were other psychiatrists, whereas in our study
they were nearly three times more at risk. This discrepancy
could be partly explained by different methods of as-
certainment. We scored as a child psychiatrist any person
who listed the specialty as either a first or second choice,
whereas Dehlendorf and Wolfe included only those for
whom it was the primary self-selected specialty. Using
their definition, we would identify only 11 (15.0%) disci-
plined child psychiatrists as compared with four (5.3%)
nondisciplined child psychiatrists in the C-2 comparison
group. Although the ratio remains approximately the same,
its significance disappears (χ2=2.66, df=1, n.s.). However,
the high rate we report is supported by finding five (24.0%)
child specialists among the 21 psychiatrists who surren-
dered their California licenses. If our finding turns out to be
valid, we have no adequate explanation for it.

Reflecting the Medical Board of California’s focus on re-
habilitation, the licenses of only 19 psychiatrists were re-
voked outright; an additional 11 received license suspen-
sion. Some revocations came only after a physician refused
to cooperate with previous medical board sanctions. In
nearly every case, revocation was for a serious offense:
drug misuse (personal or patient), sexual contact, incapac-
ity, negligence or incompetence, or a failed prior attempt at
rehabilitation. The severity of discipline for psychiatrists
was not significantly different from that of other physi-
cians. We need to follow up psychiatrists whose revoca-
tions were stayed to learn the extent to which they con-
tinue to offend.

Supporting the generalizability of our findings are these
facts: California has under license 15% of all physicians in
the country, it occupies a median position in the national
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spectrum on the Federation of State Medical Boards’ com-
posite action index (1), and 27% of Medical Board of Cali-
fornia actions were in response to discipline initiated by
other states. Nonetheless, these findings should be repli-
cated in other jurisdictions. Their implications are impor-
tant enough, however, to stimulate a discussion of possi-
ble remedies. More laws or harsher discipline are probably
not a viable answer (21). Garfinkel et al. (22) expressed
concern for the well-being of patients who are drawn into
unwanted legal proceedings by Canadian law, which now
requires health care professionals to report any instance of
physician sexual contact with patients.

Rather, the profession should further explore education
as a means of preventing undesirable behavior. The rec-
ommendation of Miller et al. (23) that “the foundations for
professional integrity in clinical research…be laid in med-
ical school” would seem to apply equally well to the ethics
of clinical psychiatry. Although medical school is where
we should foster awareness of the issues, temptations, and
consequences of behavior, this is not currently the norm:
over one-half of all physicians may have had no exposure
to the problems of sexual contact with patients (24). Resi-
dency curricula may include only an hour or 2 of discus-
sion concerning inappropriate personal relationships.
Such a brief exposure to vital concepts is probably insuffi-
cient; indeed, our findings as regards psychoanalysts
could be interpreted in favor of greatly expanding educa-
tion concerning sexual boundary issues. Self et al. (25) re-
ported that exposure to 20 hours or more of small-group,
case-study discussion significantly raised the moral rea-
soning skills of students. Additional discussion topics
might profitably include practical issues of fraud, falsifica-
tion of credentials, and other temptations that medical
practitioners may face. Ethicists might even emphasize
the duty of physicians to counsel and, when necessary,
compel colleagues to avail themselves of programs to treat
impaired physicians.

Garfinkel et al. (22) emphasized that academic psychia-
trists should openly discuss boundary issues and, by their
own examples, model desired behavior. Departments of
psychiatry could sponsor reviews of the ethics of medical
practice; vignettes from medical board files could become
standard fare on psychiatry recertification exams to help
physicians “maintain heightened awareness about liabil-
ity as an issue” (26). Additional educational opportunities
might include ads, articles, and admonitions in profes-
sional journals to address clinician substance use; pro-
mulgation of ethics codes by means of membership re-
newal for state and local psychiatric societies; and, as a
requirement for renewal of state medical licenses, con-
tinuing medical education that focuses on unethical or il-
legal behavior.

The evidence is scant that education can actually pre-
vent illegal and unethical behavior. Quadrio (27) some-
what gloomily observed that nothing (improved training,
licensing, therapy, or supervision) can absolutely protect

against future sexual contact with patients. But at the
dawn of a new millennium, we perceive an opportunity to
profit from the experiences of the last hundred years or
more. And it must be asked, what alternative do we have?
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