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The medical profession is well known to lack
diversity. Recent estimates indicate that 4.1 percent
of U.S. physicians are African-American while
12.3 percent of the U.S. population is AfricanAmerican; further, the number of African-American
male medical students peaked in 1978 and has been
falling ever since. The percentage of U.S. physicians
who are Latinx is 4.4, while 12.5 percent of the U.S.
population is Latinx. Native Americans compose
.4 percent of U.S. physicians, while 2 percent of the
U.S. population is Native American. The 35 percent
of U.S. physicians who are female are generally concentrated in specialties such as family practice, pediatrics, obstetrics, and gynecology. A 2017 Gallup
poll concluded that 4.5 percent of adult Americans
identified as LGBT, which breaks down to 5.1 percent of women and 3.9 percent of men identifying as
LGBT. Yet there are few LGBTQ physicians, and
many keep their orientation a secret to protect themselves from patients and co-workers.1,2 Sexual and
gender minorities are concentrated in the specialties
of psychiatry, family medicine, pediatrics, and internal medicine.3
Having diversity in the medical profession improves health care disparities of patients4,5 and reduces the impact of implicit biases defined as “attitudes or stereotypes that affect our understanding,
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actions, and decisions unconsciously” (Ref. 6, p 2).
Patients from diverse backgrounds usually seek and
are more satisfied with doctors who have the same
background. Emerging data from national surveys
indicate that, compared with white Americans, patients from racial and ethnic minorities face more
barriers in health care delivery, including reporting
communication barriers with physicians and feeling
disrespected.7 In their encounters with physicians,
minority patients often report perceiving that they
do not understand the doctor’s opinion and recommendations, that doctors were not listening to their
complaints, and that they did not have enough time
with their doctors. Further, minority patients also
admitted that, even when they had questions for
their doctors, they did not always ask them.7 Consequently, minority patients are more likely to report
poor satisfaction in the quality of health care services
they receive and have less confidence in their health
care providers.
In contrast, physician–patient minority status
concordance seems to be associated with higher
patient satisfaction8 –10 and often better clinical outcomes.11 Similarly, cultural competency training (including implicit bias awareness for the health care
workforce) can lead to similar outcomes.12,13 Fostering diversity and cultural competence among physicians and other health care providers is an important
step for addressing disparities in health delivery and
clinical outcomes among minority and majority
populations.
In psychiatry, factors relating to patients’ diversity
are often a cause of stress that can lead to or worsen
psychopathology. For patients belonging to minority
or underrepresented groups, bullying, racism, or adjusting to and accepting one’s differences are important factors contributing to disease burden. Indeed,
disparities in care in mental health services are often
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reflective of true or perceived poor communication
between the minority patient and the psychiatrist.
Additionally, numerous studies demonstrate that
different diagnostic conclusions can be reached when
persons of different groups present with similar
symptoms. For example, African Americans are more
likely to have undiagnosed depressive disorders, and
they are overdiagnosed with primary psychotic illnesses, leading to an excessive use and dosing of antipsychotic medication and the underprescription of
mood-stabilizing medications.14 –16 Similarly, LGBTQ persons are more likely to be diagnosed with
borderline or other cluster B personality disorders
than persons in the general population with a similar
presentation.17–19 Findings such as those described
above suggest that implicit biases and heuristics are
major contributors to the health disparities in discordant patient– doctor interactions.
Having a diverse pool of psychiatrists can improve
the quality of care delivered to all patients as well as
clinical outcomes. Several studies have reported that
patient–physician concordance is associated with improved communication, treatment compliance, and
mental health outcomes.20 –22 A diverse workforce
reflective of the diversity in the patient population
can improve the cultural competency of majority
members by raising culturally diverse perspectives
and enriching academic discourse. This can foster
innovation, promote self-awareness of one’s own
biases, and further a fact-driven rather than a heuristically-driven clinical evaluation and treatment
process.
It should be clear from the above data that there is
a need to develop strategies leading to the thoughtful
and deliberate diversification of the psychiatric workforce. To address such diagnostic variability and
health care disparities, organizations like the American Psychiatric Association (APA) have implemented a structural reorganization plan with inclusivity, diversity, and effectiveness as guiding
principles.23 The APA also highlighted elements of
the cultural formulation in the Diagnostic and Statistical Manual, Fifth Edition,24 for psychiatric evaluations and added a Cultural Competence webpage
to its website.23
It is important to have a diversity of psychiatrists
trained to treat the diverse psychiatric population. It
is similarly important to have a diversity of forensic
psychiatrists, and AAPL has begun to focus on the
lack of diversity within our specialty. Having a more

diverse pool of forensic psychiatrists to assess and
treat persons in forensic settings will likely improve
health care disparities. In settings like state forensic
hospitals and in corrections, disparate assessment of
risk for minority persons, lack of awareness of risks of
victimization for certain minority groups, cultural
factors that could mistakenly suggest malingering,
and law enforcement biases may be observed. There
is also concern that inmates in nondominant groups
receive poorer quality care than inmates in dominant
groups.25,26 There is a disproportionate number of
persons of color in correctional facilities, and there is
a disproportionate risk of violence for persons of
color, women, and LGTBQ persons, especially trans
persons.27,28 The concept of intersectionality applies
especially to the forensic population. This sociological theory describes how discrimination can be layered when an individual’s identities overlap with several minority classes, such as race, gender, age,
ethnicity, and other characteristics. Often, intersectional experiences demonstrate that existing laws and
policies are stacked against people with multiple minority identities. The additive effects of multiple nondominant identities increase vulnerability within prisons and jails.29
We searched every issue of the AAPL Newsletter
since January 2011 for any mentions of “diversity” or
“minority.” We did not find any articles on the value
of diversity among forensic psychiatry; we did identify a handful of articles discussing efforts by other
organizations to promote diversity or discuss the disparate impact of psychiatric and legal topics on minority populations. Similarly, out of 509 papers published in JAAPL containing the word “diversity,”
only 10 addressed the importance of diversity and
cultural competency in forensic psychiatry (four of
which are papers honoring AAPL leaders of diverse
backgrounds).
At its last annual meeting, the following questions
were discussed in a workshop30 by a diverse panel of
experts:
Do African-American psychiatrists have a sense
of belonging to AAPL?
Do African-American psychiatrists feel welcomed
by other AAPL members?
How does Asian-American and Latinx background influence correctional and forensic
work?

Volume 47, Number 3, 2019

275

Diversity and Inclusion Within AAPL

Can persons with Asian-American and Latinx
backgrounds call AAPL a home association?
What has AAPL done to promote inclusion and
disclosure for its LGBTQ members?
How does disclosure of sexual orientation influence correctional and forensic work?
Does AAPL as a group believe minority members
belong?
How does AAPL demonstrate that?
While there may not be definitive answers to these
questions, the discussion sheds light on the lack of
diversity within our organization, the need to address
it, and the challenges faced in achieving that goal. In
thinking about why diversity in forensic psychiatry is
necessary, we highlight the different and culturally
relevant perspectives that minority members can
bring forward. This can inform majority colleagues
and can focus attention on maintaining perspective
to improve every forensic psychiatrist’s ability to understand and appreciate the nuances in working with
minority evaluees. We note, however, that unlike
clinical practice, where doctor–patient concordance
is known to improve outcomes, more research is
needed in forensic psychiatry to understand whether
evaluator– evaluee concordance increases or decreases the credibility and the validity of the forensic
opinion.
Although there are no definitive data on the extent
of AAPL’s diversity in its membership, it appears that
it has fewer women and fewer racial, ethic, gender,
and sexual minorities than other psychiatric subspecialty organizations. AAPL’s relatively small size
compared with other medical professional organizations affects its ability to institute initiatives to foster
diversity. Moreover, the relative lack of diversity
within the organization is reflective of the relative
lack of diversity among forensic psychiatrists practicing in the community; as such, although we write
about diversity and inclusion within the context of
AAPL, this is truly a problem with the pipeline of
forensic psychiatrists being trained by programs
across the nation.
AAPL’s leadership is committed to addressing diversity and inclusion and to promoting leadership as
well as mentorship opportunities for minority members, consistent with what other medical professional
organizations are doing to focus on diversity and inclusion. The AAPL Council made two recent addi276

tions to its structure to be more formally welcoming.
It formed a Diversity Committee, whose main
charge is to create a nurturing and accepting environment for all minority and underrepresented persons.
It also recently voted to include a minority/underrepresented seat on the Council as well as a women’s
seat on the Council to increase representation of minority groups and to open pathways to leadership.
In addition to the structural changes that AAPL
has made, we believe that increasing diversity must
occur on a personal level as well. Paying attention to
diversity may bring more members of minority/underrepresented groups into the organization, but inclusion makes people feel welcomed. AAPL members
should also focus on recruiting a diverse pool of
members at the entry points by forging personal relationships with medical students and psychiatry residents who are members of nondominant groups.
Encourage them to apply to forensic fellowships. Introduce them to your colleagues at AAPL meetings.
Individual interactions with a new member can foster feelings of being welcomed or inadvertently excluded. Minority/underrepresented AAPL members
express optimism that focusing on diversity and inclusion will help new members feel less isolated and
develop a sense of belonging. They can fully embrace
AAPL as a home association and can relax, be themselves, and aspire to leadership positions.
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