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Evolution of the So-called “Goldwater rule”: 
An Ethical Analysis  

 
Allen R. Dyer, MD, PhD 

 
Since the contentious 2016 presidential election and the election of a 
controversial president, there has been considerable attention to the behavior 
and attitudes of the president including many questions about his mental 
stability.  Many psychiatrists wonder about what contribution they might make to 
the public discourse or what they might be permitted to responsibly and ethically 
say in light of the APA ethics annotation that has come to be known 
(misconstrued) as “the Goldwater rule”. 
 

The first thing to appreciate about the so-called “Goldwater rule” is that it is not a 

rule, but rather a principle.  The APA’s “code of ethics” is the Annotations 

Applicable to Psychiatry of the AMA “Principles of Medical Ethics”, which explicitly 

state that the Principles are “not laws, but standards of conduct which define the 

essentials of honorable behavior for the physician”. Much of the current 

discussion applies rule-based legalistic thinking to a matter of professional 

judgment based on principle.  In ethical theory, this would be a category mistake, 

attempting to transform a teleological (end-based) approach into a deontological 

or rule-based approach.   

The second thing to appreciate is that the “Goldwater caveat” (called “rule”, and 

understood by many psychiatrists as an absolute prohibition) is in fact embedded 

in an affirmative obligation of physicians to society, “a responsibility to participate 

in activities contributing to the improvement of the community and the 

betterment of public health.”   

Does the so-called Goldwater Rule (Section 7.3) unnecessarily constrain 
psychiatrists (APA members) from making a useful contribution to society about 
an unpopular and potentially dangerous president?  Many psychiatrists 
understand this annotation as a gag order, preventing them from saying anything.    
That would be a common misunderstanding of Annotations as rules.   
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Section 7.3 is an affirmative statement of the physician’s responsibility to 
participate in activities, such as education, for the improvement of society (with a 
qualification about public statements):   
 

Section 7 A physician shall recognize a responsibility to participate in activities contributing to 
the improvement of the community and the betterment of public health. 

 
3. On occasion psychiatrists are asked for an opinion about an individual who is in 
the light of public attention or who has disclosed information about himself/herself 
through public media. In such circumstances, a psychiatrist may share with the public 
his or her expertise about psychiatric issues in general. However, it is unethical for a 
psychiatrist to offer a professional opinion unless he or she has conducted an 
examination and has been granted proper authorization for such a statement. 

 

The 2013 version of the Principles and Annotations preserves the original language of 
the 1973 version from forty years earlier.  The 2015 APA Commentary on Ethics in 
Practice takes a more administrative and specific tone, but preserves the affirmative 
ethical principle of improvement of the community and betterment of public health 
through education about evidence-based science 
 

Topic 3.4.7 Public Statements - For some in our profession, psychiatry can extend beyond 
the physician-patient relationship into the broader domain of public attention: in 
administration, politics, the courtroom, the media, and the internet. Psychiatrists need to 
sustain and nurture the ethical integrity of the profession when in the public eye. A 
psychiatrist may render a professional opinion about an individual after an appropriate 
clinical examination and accompanying waiver of confidentiality and should not do so unless 
the examination and waiver have occurred. When a personal examination has not been 
performed and when a psychiatrist is asked for a professional opinion about a person in light 
of public attention, a general discussion of relevant psychiatric topics — rather than offering 
opinions about that specific person — is the best means of facilitating public education. In 
some circumstances, such as academic scholarship about figures of historical importance, 
exploration of psychiatric issues (e.g. diagnostic conclusions) may be reasonable provided 
that it has a sufficient evidence base and is subject to peer review and academic scrutiny 
based on relevant standards of scholarship. When, without any personal examination, the 
psychiatrist renders a clinical opinion about a historical figure, these limitations must be 
clearly acknowledged. Moreover, labeling public figures cavalierly with psychiatric conditions, 
based on limited or indirect clinical knowledge is not consistent with this approach and 
undermines public trust in the profession of psychiatry. Psychiatrists should also exercise 
caution when asked to provide the profile of or otherwise comment on the kind of person who 
might have committed a crime by clearly and publicly identifying the inherent uncertainty in 
profiling and the necessity of considering additional information as it becomes available. 

 
Does there need to be a new rule (or principle or annotation) to fit new 
circumstances?  Do ethical principles change with each administration or are the 
principles more constant and in need of interpretation of context?  Would 
psychiatrists feel less constrained if the language were changed from 
“professional opinion” or “clinical opinion” to the more circumscribed 
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“diagnosis”?  Such a revision might make decision-making easier at the risk of 
undermining the ethical reflection necessary to balance competing principles.   
 
Let me suggest ethical principles remain constant, but may need interpretation in 
light of circumstances unanticipated at the time of the original articulation.  It is 
an essential function of ethics committees do to interpret the principles in light of 
specific situations that may arise.   A psychiatrist claiming authority by virtue of 
their association with the profession (APA) is different from a behavioral scientist 
who demonstrates the evidence for the assertions provided.  As the tick-box 
mentality has emerged, so has the demand and need for “evidence-based” 
approaches.  Eric Erikson’s psychohistories, for example, do not appropriate the 
psychoanalytic paradigms to reduce his subjects, notably Gandhi and Young Man 
Luther, but rather demonstrate the tools that might inform a developmental 
understanding by the thoughtful reader.  It is a subtle but important difference 
between claiming expertise based on professional authority and demonstrating 
the evidence by which conclusions might be reached.  This is analogous to the 
way therapeutic alliance is used in therapy or analysis.  It doesn’t do the patient 
any good for the analyst to be right about an interpretation unless the evidence is 
convincing to the patient and not affectively overwhelming.   

 

When the APA Ethics Committee (of which I was a member at the time) put 

together the APA Annotations in 1973-74, the Goldwater fiasco was one of the 

first issues we dealt with in trying to determine how a code of ethics might be 

helpful to the members of our profession.  I went on to suggest that a profession 

is defined as much by its ethics as it is by its technical expertise (Ethics and 

Psychiatry: Toward Professional Definition, 1988).   

The history is informative of the current dilemmas.  Prior to 1973, complaints 

against psychiatrists, often matters of eroticized transferences and sometimes 

sexual misconduct, were problematic in that there was no formal mechanism for 

dealing with them.  It was the professional integrity of Walter Barton in particular, 

then APA medical director that initiated this formalization. He argued that since 

psychiatrists are physicians, the AMA Principles of Medical Ethics should be 

applicable, and hence the Annotations Applicable to Psychiatry of the AMA 

Principles.   
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I was invited, then a resident in psychiatry at Duke and a graduate student in 

ethics, to become involved as a full member of both the APA Ethics Committee 

and the AMA Council on Mental Health.  As we struggled with what to say about 

embarrassment to the profession occasioned by the Goldwater survey, we 

considered a very specific proscription against offering a “psychiatric diagnosis”.  I 

suggested the more encompassing term, “professional opinion” to reflect the 

place of ethics in defining a profession.   

Recall that at that time, we were in the era of DSM-II, which was theoretically 

based, relying largely on psychoanalytic theory, and application of theory to a 

synoptic evaluation, including developmental history, mental status evaluation, 

behavioral observation, and, of course an attuned awareness of the psychiatrist’s 

own counter reactions, if not countertransferences.    

It was not until 1980 that we got DSM-III, which gave us more consistent and 

reliable diagnostic criteria, but also a tick-box mentality devoid of much of the 

nuance that went along with earlier integrative approaches to evaluation and 

diagnosis.  As part of that transformation, we also got a more tick-box approach 

to ethics, right or wrong, green light or punishment. In other words, a slide into a 

more rule-based, legalistic, deontological understanding of ethics, including 

professional ethics.   

Some of the early cases we dealt with are historically informative and relevant to 

the contemporary dilemmas.  One psychiatrist got into an argument with the 

owner of a riding stable and identified himself as a psychiatrist in the dispute.  He 

was reprimanded, not for standing up for his rights, but for identifying his 

profession in the dispute.  Another psychiatrist was reprimanded for accepting an 

invitation to join her in her hot tub.  Apparently, he thought the treatment was 

pharmacologic, but she had other ideas.  So the ethics committee began to take 

on the function of educating its members and tried to steer away from using 

sanctions in a primarily punitive way.  One very important early case involved an 

alleged violation of confidentiality in a drug-using teenager of a military family 

overseas.  In this case, the family was represented by counsel, the APA was 

represented by counsel (Joel Klein) and the ACLU also had counsel present.  This 

case was important for several reasons.  First of all, it impressed on us the 

importance of formal procedures, which became the procedures for holding 

hearings.  Also, the ACLU attorney, adversary to the APA in this hearing (legally) 
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was extremely helpful to us (ethically) in understanding the role of a professional 

ethics committee in such conflicts.  He pointed out the function of the ethics 

committee in a profession is to serve the interest of the professional organization, 

by maintaining its reputation and responsibility to society, not in redress of 

grievances.  That is the function of civil courts.  

So what Kroll and Pouncey got wrong in their JAAPL article is their legalistic 

interpretation of the Goldwater annotation.  What they got right is the 

understanding of the role of the profession in upholding its reputation in society.   

It is specifically the types of public statements exemplified by the 
Goldwater case that the APA condemns. The APA, as an organization, has a 
responsibility to uphold a positive image of the profession in the public eye. 
A psychiatrist who disregards the basic procedures of psychiatric diagnoses 
and treatment, including the proper use of scientific methods in assessing 
evidence, and acts without discretion and confidentiality, would tarnish the 
reputation of the APA and the public's trust in psychiatrists. 

 
Any citizen has a first amendment right and perhaps an affirmative moral 
obligation to express concerns about public figures that may be in the public 
interest.  The concern of the professional association is that they do not claim a 
special expertise based on that affiliation rather than the scientific basis for their 
conclusions, which as a behavioral scientist or educator, may well be useful for 
public debate, political decision-making, and policy.   
 
There is a stunning scene in the movie Ghost Busters, where Bill Murray warns, 
“Back off, I’m a scientist.”  Recently we have seen several psychiatrists and 
psychologists somberly announce, “The president is clearly a malignant narcissist.  
It is so urgent that people know this that I am violating the ethical strictures of my 
profession to make this disclosure.”  One does not need to be a psychiatrist to be 
aware of this stunning reality, but a more informative discussion might be to 
elucidate what it means to be a narcissistic personality, what are the 
vulnerabilities that underlie the grandiosity, and how might they be exploited by 
other nations and defended against by this one.   
 
Rather than rushing to the first obvious diagnosis, physicians ought to go through 
a process of differential diagnosis, considering even rare zebras.  To that end I 
have been keep track of behaviors, symptoms and disorders that mental health 
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professionals, as well as journalists and even foreign politicians, have been 
suggesting is wrong with this president.  In addition to the obvious malignant 
narcissism, there is possible borderline traits, megalomania, or mania, unhinged, 
bonkers, sociopathic or psychopathic, loose associations and word salad, 
incoherent, impulsive, insomniac, old, demented, daft, psychotic, alternate 
reality, liar, crazy or crazy like a fox, con man, confidence trickster, bully, thin 
skinned,  misogynist, groper, sexual predator, delusional vs dishonest (vs 
deliberate distractions), intellectual capacity of a protozoan, manipulative, 
obsessed with this size of his . . . crowds, etc., split personality, attention deficit 
disorder, hyperkinetic, hyperactive, jingoistic, fascist, on route to a dictator, 
master manipulator, lunatic, evil, off the deep end, enraged, pissed etc., in no 
particular order, or all of the above.   
 
Back off, I’m a psychiatrist.  Trust me I’m a doctor.   To avoid casting ourselves 
with the likes of ghost busters, psychiatrists need to be very careful about what 
sorts of pronouncements they make and the reasons for doing so.  What may 
seem obvious to those familiar with psychodynamic paradigms, may seem 
questionable, even heretical in places where the basic assumptions of psychiatric 
formulation are questionable.  Psychiatrists also need to be careful to be 
circumspect about moral (and political and religious and sexual and financial) 
judgments so that patients feel free to disclose their own views unconstrained by 
authority or imagined authority.   
 
Allen Frances, in a recent NYT Op-ed and CNN interview, insisted as the author of 
the DSM criteria for narcissistic personality disorder, that he felt the president did 
not meet the criteria because he was not disturbed by his symptoms. He felt that 
whatever problems the president might pose were not due to mental illness.    He 
was concerned, as I am, that psychiatric diagnoses, professional categories, were 
being used as a form of political name calling masquerading as science.  He said 
the problems that people worry about are not due to mental illness, but are 
political and should be dealt with as such.   
 
There is a level of nuance about personality disorders that plagues DSM-IV, and 
has not been resolved in DSM-V.  Understanding personality disorders in terms of 
the defensive structure, the person would not be expected to be made 
uncomfortable by the conflicts if the defenses are working, and would be more 
likely to make other people uncomfortable.  Indeed in the DSM-IV multi-axial era, 
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the most common Axis II disorder was “deferred”, particularly in the VA system, 
where making a Personality Disorder diagnosis in veterans might obligate the 
government to provide care for those so diagnosed, expensive long-term therapy.  
This is the issue that I try to elucidate in my paper on the Concept of Character:  
Moral and Therapeutic Considerations (which is on my website:  
allendyer.wordpress.com).  When personality disorders were called “character 
disorders” there was a moral judgment, often used pejoratively.  The term 
“character” underscores a consistency of behavior (characteristic) and also the 
underlying vulnerability to unconscious conflicts which character defenses serve 
to protect.   
 
It might be informative and worthy of reflection to imagine how an ethics 
committee (APA or District Branch) might deal with a complaint against one of its 
members who offered an analysis of presidential character.  I suspect it might be 
different if it were a hatchet job for the now defunct Fact magazine or a serious 
academic piece that went beyond a ventilation of one’s own particular political 
beliefs.   
 
I recall the serious discussion the APA and the Pennsylvania District Branch had 
when Martin Orne was accused of violation of Anne Sexton’s confidentiality 
posthumously by writing an introduction to Diane Middlebrooik’s biography and 
providing the biographer with the psychotherapy tapes he made to help his 
patient remember what they had talked about from day to day.  I followed this 
case closely as a consult to Dr. Orne as he prepared his defense of the ethics 
charges.  If taken simply as a violation of the confidentiality rule, he might have 
been reprimanded and that reprimand might serve as a warning to other 
members:  Never say nothing about nobody.  Dr. Orne argued contextually that 
when his patient left therapy to move to another city, she returned the tapes and 
told him to use them in whatever way he felt best (implicit consent).  What I 
found persuasive was Middlebrook’s assertion that the tapes helped her write a 
more accurate and sympathetic portrayal of her subject.  The Pennsylvania 
Psychiatric Society held a big all-day hearing in Harrisburg (attended by many of 
Dr. Orne’s notable colleagues including Tim Beck), and the Pennsylvania District 
Branch ultimately determined that Dr. Orne was NOT in violation of an ethics 
violation.   
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In short, I agree with Allen Frances that the problems we have with the president 
are not because of a mental illness.  Perhaps more needs to be said to clarify what 
is meant by “personality disorder”; certainly it is a category that differs from 
serious and persistent mental illnesses, and certainly everyone uses character 
defenses, which do not in themselves constitute “disorders”    
 
Our ethics principles (annotations) serve us well in alerting our members to 
boundaries that if crossed should only be done carefully on the basis of 
completing ethical principles.   If there were serious consideration of employing 
the 25th amendment (the Vice President assumes office if the president is unable 

to discharge the powers and duties of his office, for example, psychiatrists 
might well have a significant contribution to make.  If appropriate agencies of the 
government were preparing to deal with emotional vulnerabilities an official (such 
as apparently the Russian government is doing with our current president), then 
that would be different from an attempt to publicly discredit someone on the 
basis of scientific paradigms that many people in many parts of the country do 
not accept in the first place.  In between are the gray areas, areas which a tick 
box, rule-based approach to ethics may be insufficient to help us.  Therefore, 
robust discussion and careful consideration should be most useful.   
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