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Objective: Persons with mental illness
and/or substance abuse are frequently
perceived by the public to be dangerous.
This has resulted in an increase in state
legislation restricting their ability to pur-
chase, possess, register, obtain licensure,
retain, and/or carry a firearm of any sort.
The purpose of this article is to educate
clinicians about the impact of firearms
statutes and restrictions for their patients.
Many state statutes mandate that treating
psychiatrists report such gun possession
to state justice or police departments.
Psychiatrists may also have a statutory
role in an appeals process.

Method: The firearms statutes of the 50
states, the District of Columbia, and Pu-
erto Rico and the Federal National Fire-
arms Act were surveyed, with particular
attention paid to the ability of persons

with mental illness and/or alcohol or sub-
stance abuse to obtain firearms. The re-
sults were tabulated.

Results: These statutes are not uniform.
They vary in their definition of mental ill-
ness, the type and duration of gun restric-
tion, reporting practices, the confidential-
ity of medical information, and the
immunity of clinician reporters and ap-
peals processes.

Conclusion: Clinicians would be wise to
familiarize themselves with the provisions
of the relevant statutes in their particular
states. This will allow them to identify the
consequences to their firearm-possessing
patients, understand their own roles and
obligations—if any—and better consider
potential clinical and ethical issues for
particular patients.

(Am J Psychiatry 2006; 163:1392–1396)

A growing trend has emerged in this country to re-
strict persons with mental disorders from possession, reg-
istration, licensure, retention, and/or the ability to carry a
firearm if they have a history of treatment for mental ill-
ness or substance abuse (1). Just in 2004, nine additional
states added persons with mental illness and/or alcohol or
substance abuse to their class of prohibited persons. The
definition of those who are prohibited varies significantly
from persons with a history of voluntary outpatient treat-
ment to those who are legally adjudicated mentally ill or
“habitual drunkards.” Regardless of the specific restric-
tions, the authors are alerting clinicians that they should
be aware of state and federal laws that may, in some man-
ner, impinge upon persons who are mentally ill and/or
suffer from alcohol or substance abuse. Several other
classes of individuals are prohibited from some form of
firearm possession in the various states and, in some
cases, in federal law (2, 3).

States vary according to whether or not a specific type of
weapon is restricted for a particular class of persons; for
example, the restriction may apply only to handguns and
not to long guns, such as shotguns or rifles (3–55). State
statutes also vary according to the period of time that the
firearm prohibition applies, reporting practices, the confi-
dentiality of psychiatric reports, the immunity of clinical
reporters from lawsuits, and the appeals processes. Two
statutes (those of California and Connecticut) mandate

that treating inpatient psychiatrists report gun possession
to law enforcement or judicial agencies (8, 10). Treating
psychiatrists may also have a statutorily defined role in a
patient’s process in obtaining licensure. For example, in
Massachusetts, a person who has been confined to an in-
stitution or a hospital for mental illness is restricted from
gun licensure unless “the applicant submits with his ap-
plication an affidavit of a registered physician attesting
that such physician is familiar with the applicants’ mental
illness and that, in such physician’s opinion, the applicant
is not disabled by such an illness in a manner that should
prevent such applicant from possessing a firearm” (25).

The purpose of this article is to alert clinicians that they
may have additional responsibility under various firearms
statutes in the United States. Each practitioner will need to
review his or her own particular state statutes for clarifica-
tion of the practitioner’s duty and the consequences for
their patients. Many online resources, such as the Lexis-
Nexis research database, can provide clinicians with the
full text of each state statute.

Method

From late 2001 through February 2005, we surveyed the fire-
arms statutes of the 50 states, the District of Columbia, and Pu-
erto Rico, paying particular attention to the legal access to fire-
arms by persons with mental illness and/or alcohol or substance
abuse. There are various kinds of purchase requirements, both
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state and federal—e.g., the “Brady bill.” Under the provisions of
the Brady Act (56), a background check on a prospective firearms
purchaser and a 5-day waiting period are required. The Brady Act
required the establishment of the National Instant Criminal Back-
ground Check System.

Some States Require Licenses to Carry Firearms or to 
Carry Concealed Firearms

The full text of the firearms statutes of each state, the District of
Columbia, and Puerto Rico and the Federal National Firearms
Act—which regulates access to firearms for persons with mental
illness, alcohol abuse, and drug abuse—were obtained by refer-
encing the particular states’ web sites. We summarized the vari-
ous restrictions for persons with mental illness and drug abuse
according to the following topics: mental illness, drug abuse, al-
cohol abuse, the presence of a “mental health database,” and the
specifics of each state’s law. These mental health databases con-
tain mental health information that has been submitted by the
courts and/or by mental health treatment facilities and are usu-
ally a repository for data from the state criminal justice system. In
most jurisdictions, law enforcement authorities have access to
these mental health data and can use them to determine legal ac-
cess to firearms. Currently, 22 states maintain a mental health da-
tabase. Each state’s regulations are individualized in the manner
in which they restrict the possession of firearms. Some states re-
strict individuals who have mental illness only, whereas others re-
strict individuals with drug and/or alcohol abuse only; still others
have broadened the restrictive regulations to include all of these
categories together or in some other designated combination
(data supplement 1; available at http://ajp.psychiatryonline.org).
Some states have established a database that is maintained by ei-
ther the department of mental health or the state law enforce-
ment agency.

Firearms can generally be divided into two major categories:
handguns and long guns. For the purposes of this article, we use
the term “firearm” to include “any weapon which will, or is de-
signed to, or may readily be converted to expel a projectile by the
action of an explosive” (3). Handguns can be held or fired with
one hand (e.g., a revolver), whereas long guns, such as rifles or
shotguns, require two hands to hold or fire. The sale and posses-
sion of handguns are particularly well regulated because hand-
guns can be concealed and are involved in a majority of crimes in
which a firearm is used (3). Long guns are used much less fre-
quently in crime and are subject to less regulation than hand-
guns. However, for the purposes of tabulation of the firearms stat-
utes, we considered any restriction—whether it be the purchase,
possession, registration, ability to obtain licensure, retention,
and/or the carrying of any class of firearm that identifies persons
with mental illness and/or alcohol or substance abuse as prohib-
ited individuals.

We designated three categories of statutory restrictions. Cate-
gory I refers to mentally ill persons, including those legally adju-
dicated as mentally ill, under guardianship, involuntarily com-
mitted, not guilty by reason of insanity, and/or incompetent to
stand trial, as well as individuals who have been treated for a
mental disorder, either as inpatients or outpatients. The com-
mentary section of the table (data supplement 1) gives more de-
tails about the specific state law prohibitions. However, the full
state’s statute should be reviewed for completeness, especially
since revisions in the law occur regularly.

Category II includes statutes that have restrictions for individ-
uals with alcohol disorders, regardless of the nature and level of
specific impairment. Some laws in this category are limited to
those convicted of alcohol-related offenses, such as driving while
intoxicated; others include individuals who are addicted or are
habitually intoxicated or are chronic alcohol abusers. Still other

statutes restrict individuals who have been in treatment for alco-
hol-related problems.

Category III includes statutes that have restrictions for individ-
uals with drug abuse disorders, regardless of the nature and level
of the specific impairment. This category includes laws that re-
strict or eliminate from consideration individuals who have been
convicted of a drug-related crime and/or have received drug
abuse treatment.

Results

The survey results tabulated in data supplement 1 and
data supplement 2 include prohibitions of firearm licen-
sure for persons with mental illness. Forty-three states, the
District of Columbia, and Puerto Rico have prohibitions
for persons with mental illness. Thirty-six states and
Puerto Rico have prohibitions for drug abuse. Thirty-one
states, the District of Columbia, and Puerto Rico have pro-
hibitions for alcohol abuse. Twenty states and the District
of Columbia have databases tracking individuals with
mental illness.

Discussion

The firearms statutes are not uniform; they vary consid-
erably in ownership and/or carry restrictions on the man-
ner in which restricted individuals are defined. Prohibited
persons range in various states from those who receive
outpatient psychiatric treatment to persons who have
been civilly committed to treatment or found not guilty by
reason of insanity. Some statutes restrict individuals with a
history of alcohol or substance abuse (with different crite-
ria for inclusion in this restricted class). Others have no re-
strictions; therefore, the federal laws provide the only re-
strictions prohibiting the sale of firearms to those with a
specifically defined history of mental illness and substance
abuse. In states with less-restrictive statutes, federal law
supersedes state statutes. The Federal Gun Control Act (2)
“prohibits the transfer of any firearm to any person
who…is an unlawful user of or addicted to any controlled
substance, has been adjudicated as a mental defective or
committed to a mental institution.” Although we cannot
provide an exhaustive review of each state’s statute, the fol-
lowing summary will illustrate the variability.

Firearm Restrictions Related to Mental Illness, 
Alcohol, and Drug Abuse

Each state defines, in a multifactorial manner, people
identified as having mental illness and/or alcohol or sub-
stance abuse who have or have not received some form of
firearms restrictions or are allowed legally to own some
type of firearm (data supplement 1). States such as Colo-
rado, Idaho, New Mexico, Vermont, and New Hampshire
do not define a prohibited population for gun possession
and thus are governed only by federal statute. However, in
some states, the specific definition of prohibited persons
goes beyond federal restrictions.
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For example, Pennsylvania and states with similar stat-
utes narrowly limit restrictions to people who have “been
adjudicated as an incompetent or who have been involun-
tarily committed to a mental institution for inpatient care
and treatment…or have been convicted of driving under
the influence of alcohol or controlled substance…on three
or more separate occasions within a 5-year period” (42).

In Texas, the general gun statutes permit individuals to
carry guns on their persons and in their car if the guns are
not concealed or otherwise prohibited, such as in a gov-
ernment building or a place where alcohol is sold. This
state provides a very detailed description of “prohibited
persons,” which includes those with specific diagnoses,
such as schizophrenia, delusional disorder, bipolar disor-
der, chronic dementia, dissociative identity disorder, in-
termittent explosive disorder, and antisocial personality
disorder. For Texas, the length of time a restriction will be
in place is 5 years, i.e., after involuntary psychiatric hospi-
talization, inpatient or residential substance abuse treat-
ment, a diagnosis of alcohol or drug dependence, or diag-
nosis by a licensed physician that the person suffers or has
suffered from a psychiatric disorder (48).

In Hawaii, any person is restricted from handgun licen-
sure who is described by the following:

Is or has been under treatment or counseling for ad-
diction to, abuse of, or dependence upon any danger-
ous, harmful, or detrimental drug, intoxicating com-
pound as defined…has been acquitted of a crime on
the grounds of mental disease, disorder, or defect…or
is or has been diagnosed as having a significant be-
havioral, emotional or mental disorder as defined by
the most current diagnostic manual of American Psy-
chiatric Association or the treatment for organic brain
syndrome. (15) [The term “mental defect” is a legal
term of art referring to conditions such as mental re-
tardation and dementia.]

Mental Health Data Banks

Twenty states, the District of Columbia, and Puerto Rico
maintain records of persons with mental illnesses that can
be used to assess the eligibility of firearms purchases or li-
censure (data supplement 1 and data supplement 2). The
states vary according to the type of information retained
and how information is collected. In California, those who
have been admitted to a psychiatric hospital (public or
private) and designated a danger to themselves or others
must be reported to the local law enforcement agency by
an attending health care professional (8). In Massachu-
setts, the reporting requirement is limited to public hospi-
tal admissions and does not include private hospitals (25).

In states in which databases are maintained, an applica-
tion for such things as firearms purchase or licensure to
carry firearms may trigger state agency access to the men-
tal health records. Law enforcement agencies may also use
this information to seize or confiscate firearms from per-
sons who appear to pose a risk of injury to others and
sometimes to themselves (10).

In Arizona, the courts provide data about mental health
to the Department of Public Safety that can be used to en-
force the state’s firearms laws (6). In Colorado, courts are
required to report data on those found to be incapacitated
or ordered committed for drug, alcohol, or mental health
treatment to the National Instant Criminal Background
Check System (9).

State Authority and the Physician’s Role

Psychiatrists may have a role in the process by which
their patients apply for permission to purchase, possess,
or transfer a handgun, as well as in the appeals process for
those with mental illness and/or alcohol or drug abuse. In
states such as Massachusetts, for example, an applicant
who “has been confined to any hospital or institution for
mental illness” may be considered for firearms licensure if
he or she

submits with his [or her] application an affidavit of a
registered physician attesting that such a physician is
familiar with the applicant’s mental illness and that in
such physician’s opinion the applicant is not disabled
by such an illness in a manner that should prevent the
applicant from possessing a firearm, rifle, or shotgun,
is or has been under treatment for or confinement for
drug addiction or habitual drunkenness, unless such
applicant is deemed to be cured of such condition by
a licensed physician. (25)

In other states, such as Rhode Island, a restricted person
must wait 5 years from the date of “being pronounced
cured by competent medical authority” before he or she
may present an affidavit to the effect that “he or she is a
mentally stable person and a proper person to possess
firearms” (44). The legal standard of “cure” may make phy-
sicians uncomfortable because it is not in keeping with
the relapsing and remitting course of many psychiatric
disorders. The issue of “cure,” moreover, does not clarify
potential legal liability for a patient’s future acts.

Some states use the concepts of the remission and stabi-
lization of mental illness or substance abuse in their stat-
utes and impose more clinically based expectations on the
clinical documentation needed. For handgun licensure in
Oklahoma, a physician is asked to certify that a person is
no longer disabled by any mental or psychiatric illness or
that the person has been stabilized with medication for 10
or more years (40). With respect to inpatient treatment for
substance abuse, the patient may wait for 3 years or may
obtain a certifying statement from a licensed physician
that he or she has been free from substance abuse for the
preceding 12 months.

One purpose for restricting legal access to firearms is
the prevention of violent crime. Mentally ill persons are of-
ten one focus of firearms legislation, a fact that appears to
reflect public concern about the possibility of an in-
creased risk of violence in that population (57–60). Al-
though there is an ongoing discussion and sometimes a
debate in medicine, law, social sciences, and public safety
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regarding the uncertain relationship between violence
and mental illness, the literature highlights the complexity
involved in assessing risk (61–72).

More recent research strongly suggests a relationship
among major mental illness, substance abuse, and vio-
lence; individuals with serious mental illness who are co-
morbid for substance abuse have the greater risk for vio-
lence (61–64). However, the relationship is complex,
particularly when one tries to assess individual risk (61–
72). This finding might well raise some question about
whether or not it is scientifically valid or reliable to deny
firearm purchase and licensure solely on the basis of some
vague and generic impression of “mental illness.” Public
perception and emphasis on preventing tragedy, of
course, are separate matters.

In the United States, 25% of adults own a firearm of
some kind, and some 40% of all adults live in a residence
that contains a firearm (73–77). This article has reviewed
the various state laws and federal statutes governing ac-
cess to firearms by persons who have mental illnesses and
problems with substance abuse, some of which suggest
procedural roles for psychiatrists and other physicians. We
note the wide variation in these statutes and suggest that
each clinician first be aware of any mandatory reporting
requirements and then decide the extent to which he or
she wishes to become involved in the mental-health-re-
lated aspects of firearm possession.

A complete discussion of risk assessment is beyond the
purview of this article (78). Nevertheless, we recommend
that a psychiatrist who is asked to evaluate or certify his or
her patient for a firearms application be certain that he or
she understands the question being asked. Is it answer-
able? What is the role of a clinical response to a legal issue?
Does the psychiatrist appreciate the dual agency associ-
ated with being both evaluator and treating clinician (79)?

With firearm licensure statutes present in all 50 states,
the District of Columbia, and Puerto Rico, it is likely that a
psychiatrist will be asked at some point in his or her career
to provide a certificate or to perform an assessment for a
firearm-related matter. A clinician must be cognizant of
the professional responsibility inherent in this assess-
ment. Many clinicians may not fully appreciate the ramifi-
cations of accepting such requests or evaluations, which
may appear simplistic on their surface.
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