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The relationship between psychiatry and pharmaceu-
tical companies has come under scrutiny during the
past decade. Concerns are growing that financial ties
of psychiatrists to the pharmaceutical industry may
unduly influence professional judgments involving
the primary interests of patients. Such conflicts of
interest threaten the public trust in psychiatry. The
goal of conflict of interest policies is to protect the
integrity of professional judgment and to preserve
public trust. The disclosure of individual and institu-
tional financial relationships is a critical but limited
first step in the process of identifying and responding
to conflicts of interest. Conflict of interest policies and
procedures can be strengthened by engaged psychia-
trists, researchers, institutions, and professional asso-
ciations in developing policies and consensus
standards. Research on conflicts of interest can
provide a stronger evidence base for policy design and
implementation. Society has traditionally granted the

medical profession considerable autonomy and may
be willing to continue do so in the case of conflicts of
interest. Nevertheless, concern is growing that stron-
ger measures are needed. To avoid undue regulatory
burdens, psychiatrists can play a vital role in designing
responsible and reasonable conflict of interest policies
that reduce the risks of bias and the loss of trust.
Psychiatrists and the institutions that carry out
research, education, clinical care, and practice guide-
line development must recognize public concerns
about conflicts of interest and take effective measures
soon to maintain public trust with a cultural change in
the practice of psychiatry, from reactive treatment-
seeking for mental illness to proactive advocacy for
patients.
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THERE IS NO escape for any physician from con-
flicts of interest because drug prescriptions not

only benefit the patient but also benefit the drug
companies from a financial perspective. When a set of
circumstances creates a risk that a clinician’s profes-
sional judgment is unduly affected by their secondary

interests, there exists a conflict of interest.1,2 The
primary interests include the welfare of patients, pro-
moting and protecting the integrity of research, and
the quality of education.1,3,4 Such conflicts of interest
threaten the integrity of scientific investigations, the
objectivity of medical education, and the quality of
patient care. They may also jeopardize public trust in
medicine. Although the word ‘Conflict of Interest’
was introduced to Medical Subject Headings (MeSH)
in 1991, the issue itself has been common and of
great concern for decades. The thousands of birth
deformities and deaths caused by thalidomide
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around 19605 focused professional and public con-
cerns on how the commercial interests of pharmaceu-
tical companies conflict with the interests of patients.

Patients need to feel that professional clinical judg-
ments are not compromised by financial ties to
pharmaceutical companies. Ties with industry have
produced important benefits, particularly through
research collaborations that improve individual and
public health. At the same time, widespread relation-
ships with industry have created significant risks that
individual and institutional financial interests may
unduly influence professional judgments about the
primary interests of patients.

The need to identify interests, declare and control
the effects of their conflicts lies in their potential to
affect judgment or motivation. Valuable as this analy-
sis is, its definition of an ‘interest’ as something that
may undermine a person’s judgment is likely to vary
widely from person to person, rendering a definition
dependent on the strength of mind or will of the
conflicted person. Furthermore, there are many
factors that are likely to undermine or affect judg-
ment that are not usually regarded as conflicts of
interest.6

Public attention has focused exclusively on finan-
cial gain as the secondary interest, because it is rela-
tively more objective, fungible and quantifiable than
other secondary interests. However, non-financial
interests,1,3,4 such as the desire for professional
advancement and the motivation to favor family, are
less effectively and justly regulated, and may even be
more corrupting than financial gain.1 Because the
non-financial interests are so common, no health pro-
fessional is free from potential conflicts of interest.

PSYCHIATRY PERSPECTIVE
The issue of conflicts of interest in psychiatry is even
more important than in other medical fields. Psychi-
atric disorders challenge the primary interest, the
welfare of the patients, both in the diagnosis and
treatment.3,4,7 Psychiatrists must exercise judgment in
complex situations that are fraught with uncertainty.
First, in most psychiatric disorders, there is no valid
biomarker to establish diagnosis.8 Second, psychotro-
pic treatment often produces only modest effective-
ness with significant side-effects.9,10 Third, if a
patient’s cognitive impairment is severe, he or she
may not be able to communicate to give informed
consent for any medical intervention or research.11–13

These factors traditionally result in conflicts of inter-
est in psychiatry.

The pharmaceutical industry is the most profit-
able and politically influential industry in the
USA.14 Financial conflict of interest is more preva-
lent in psychiatry than in other specialties of
medicine.15–20 Industry sponsorship and author con-
flict of interest are prevalent and do appear to affect
study outcomes.17 They are the most prominent spe-
cialists who receive money from pharmaceutical
companies.16,18

Of the conflicts of interest that have occurred in
psychiatry, financial ones have attracted the most
attention in the past few decades.15,19 However, in the
1970s or before, when the global pharmaceutical
market was not as powerful as the present in provid-
ing financial benefits to psychiatrists, non-financial
conflicts of interest,3,4 such as academic promotion
and political commitment, were dominant and rec-
ognized as ethical issues in psychiatry.21,22

Although various safeguards have been put in place
during the past 60 years to protect study participants,
especially those from vulnerable populations, such as
the mentally ill, marketing designed on the basis of
neuroscience research has raised professional con-
cerns. On 25 July 1989, US President George H. W.
Bush signed a presidential declaration designating
the 1990s to be the ‘Decade of the Brain’, proclaiming
‘A new era of discovery is dawning in brain research.’
After 10 years, with many neuroscience research
opportunities either not addressed or postponed,23

US President Bill Clinton and the British Prime Min-
ister Tony Blair announced jointly that a rough draft
of the human genome was finished. During the
ensuing decades, many companies sponsored psychi-
atric research into marketing topics,24 whereas it has
become clear that the genetics of most diseases are
more complex than anticipated and that it will take
many more years before new treatments may be
developed.25

CONFLICTS OF INTEREST IN
CLINICAL RESEARCH
Conflicts of interest arise in the biomedical research
context. An important issue in clinical research is
the duty clinicians have to treat or prevent the pro-
gression of disease during a study that they are con-
ducting. Although all clinical researchers have a
duty to care for the patients who participate in clini-
cal research, the intervention may skew results and
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have a negative impact on the scientific validity of a
study.26,27

Conflicts frequently occur between the roles of cli-
nicians and scientists. The obligations of a researcher
to answer a question, to clarify mechanisms or to
understand a process may interfere with the research-
er’s engagement with the interest of a sponsor in
achieving financial gain, or the interest of the
researcher in his/her personal success.15,18–20 In clini-
cal trials, even if they are randomized, industry-
funded research produces findings that are more
favorable to industry than research funded by other
sources.28

Conflicts of interest in psychiatric
clinical trials

In terms of clinical trials, mentally ill patients are
more vulnerable than those physically ill.29 Clinical
research with patients who are specifically vulnerable
because of their incapacity to give consent are ethi-
cally acceptable if there are no other ways to resolve
important clinical questions.30,31

Conflicts of interest appear to be prevalent among
psychiatric clinical trials and are associated with a
greater likelihood of reporting a drug to be superior
to placebo. Among 397 psychiatric clinical trials
identified, 239 (60%) reported receiving funding
from a pharmaceutical company or another inter-
ested party, and 187 studies (47%) included at least
one author with a reported financial conflict of inter-
est.17 Among the 162 randomized, double-blind,
placebo-controlled studies examined, those that
reported conflict of interest were 4.9 times more
likely to report positive results; this association was
significant only among the subset of pharmaceutical
industry-funded studies.

Research funded by industry was more likely to
report conclusions that favored the sponsor’s drug,
even if the results did not support such conclusions.
For example, studies that have examined clinical
trials involving specific clinical specialties or particu-
lar clinical problems have found an association
between industry sponsorship and results that favor
industry. Examples include clinical trials of new anti-
psychotic drugs.17,32

New medications have significantly improved out-
comes for people with psychiatric diseases. Research
collaboration and the expansion of financial relation-
ships have brought both benefits, as well as conflicts
of interest and evidence of bias. For example, in clini-

cal research, unfavorable results in some major
industry-sponsored trials have been withheld from
publication, thus distorting the totality of the find-
ings included in the scientific literature. Comparisons
of data submitted to regulatory agencies with those
on the same trials published in the medical literature
have found changes in the ways that the published
results appeared to be more favorable than the results
reviewed by regulatory agencies.33–35 In this regard,
efficacy of antidepressants has long been debated.36

A meta-analysis on all clinical trials submitted to
the Food and Drug Administration (FDA) prior
to approval of four antidepressants (fluoxetine,
venlafaxine, nefazodone, and paroxetine)33 found
that drug–placebo differences in antidepressant effi-
cacy increase as a function of baseline severity, but are
relatively small even for severely depressed patients.
Another independent meta-analyses of randomized
placebo-controlled trials based upon data from the
FDA clinical trial database37 also found that the
greater the baseline symptom severity, the greater the
magnitude of the difference favoring antidepressants
over placebo. Combining data from six large-scale,
placebo-controlled trials that comprised patients
with a broad range of baseline symptom severity,
Fournier and colleagues38 showed that the magnitude
of benefit of antidepressants compared with placebo
increases with severity of depression symptoms. The
benefit may be minimal or nonexistent, on average in
patients with mild or moderate symptoms, whereas
for patients with severe depression, the benefit of
medications over placebo is substantial.

Not publishing negative results undermines
evidence-based medicine and puts millions of
patients at risk for using ineffective or unsafe drugs.
One striking case involves the withholding of nega-
tive findings from clinical trials of the effects of
selective serotonin reuptake inhibitors (SSRI) on
depression. An investigation on reviews from the
FDA for studies of 12 antidepressant agents34 showed
that how the studies were published, or not pub-
lished, was associated with the study outcome.
Among 74 FDA-registered studies, 37 studies viewed
by the FDA as having positive results were published;
one study viewed as positive was not published. The
other 36 studies viewed by the FDA as having nega-
tive or questionable results were, with three excep-
tions, either not published (22 studies) or published
in a way that conveyed a positive outcome (11
studies). Published clinical trials suggest that SSRI
have a favorable benefit–risk profile in children with
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depression. When unpublished data were considered,
the evidence indicated that the risks appeared to out-
weigh the benefits for all but one drug in this class.35

CONFLICTS OF INTEREST IN
EDUCATION
During most of the 20th century, medical product
companies were not major participants in medical
education. The exception was sales representatives,
who provided information to medical residents
and faculty as well as to nonacademic physicians.
From the 1960s onwards, however, medical product
companies became increasingly involved in spon-
soring medical education, particularly continuing
medical education (CME).39,40 They routinely pay
or otherwise reward expert opinion-makers and
fund the production of educational materials for
professionals.41,42

More than half of the $1.4bn spent on accredited
CME in the USA was funded from commercial
sources, including drug companies and device manu-
facturers.43 Through their support for professional
society journals and meetings, pharmaceutical and
medical device companies are also important sources
of income for professional societies. In connection
with congressional inquiries about its relationships
with pharmaceutical companies, the American Psy-
chiatric Association (APA) reported in 2008 that
medical companies supplied about 28% of its annual
income.44 An informal APA survey of other medical
specialty societies indicated that this figure was
approximately in the middle range of the income that
companies provide to these groups. The numbers
ranged from 2% to nearly 50%.44

Physician interactions with pharmaceutical repre-
sentatives typically begin in medical school and
continue at a rate of about 4 times per month.45

Meetings with pharmaceutical representatives were
associated with requests by physicians for adding
the drugs to the hospital formulary and changes in
prescribing practice. Drug company-sponsored CME
preferentially highlighted the sponsor’s drugs com-
pared with other CME programs.41,45,46 Attending
sponsored CME events and accepting funding for
travel or lodging for educational symposia was asso-
ciated with increased prescription rates of the spon-
sor’s medication.45

Little information on the extent of industry
funding for undergraduate and graduate medical
education is available,40 although the Association of

American Medical Colleges has stated that medical
schools have become increasingly dependent on such
funding for these major activities.47 The most exten-
sive information on academic institution ties with
industry comes from a survey of department chairs at
125 medical schools and 15 of the largest indepen-
dent teaching hospitals.48 The responses indicated
that 65% of clinical departments received industry
support for continuing medical education, 37%
received industry support for residency or fellowship
training, 17% received industry support for research
equipment, and 19% received unrestricted funds
from industry for department operations.

In March 2001, the American Association of Direc-
tors of Psychiatry Residency Training appointed a
task force on the relationship between the pharma-
ceutical industry and psychiatry to study the issue of
industry relations with psychiatry residency educa-
tion. The results of a survey of the membership49

showed that lunches for residents were the most
common interaction, reported by 93% of programs,
nearly all of which permitted literature and gifts to be
distributed. Only 4% required faculty to be present.
Retreats (27%) and travel funds (34%) were spon-
sored less frequently. One third of programs had
written policies governing these interactions, but half
of the respondents did not know if their parent insti-
tutions had such policies. A minority of programs
(40%) had formal didactic instruction for residents
on this topic. Support for more information, direc-
tion, and teaching was widespread. In a 2002 survey
of psychiatric residency program directors, 88%
reported that they allowed industry to provide
lunches for their residents. Among this group, the
mean was about five lunches per week.49

CONFLICTS OF INTEREST IN
CLINICAL PRACTICE
Compelling research studies have provided evidence
against the validity of the two assumptions widely
accepted among clinicians.41 The first is that small
gifts do not affect clinician behavior. The second is
that disclosure of financial conflicts is sufficient to
resolve problems.

On the contrary to the first assumption, the
impulse to reciprocate for even small gifts is a pow-
erful influence on people’s behavior.50,51 Individuals
receiving gifts are often unable to remain objective.
They reweigh information and choices in light of the
gift.52 Clinicians who accept gifts from industry are
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more likely to prescribe drugs from that particular
industry45 and more likely to request that those drugs
be added to their hospital’s formulary,53 even
when they do not themselves believe they have been
influenced.

The second assumption that disclosure is sufficient
to resolve problems created by physicians’ conflicts of
interest is also unfounded.41 First, differences in what
is considered to be a conflict make the disclosure of
conflicts incomplete. Second, those who are not
experts in a particular field often find it impossible to
identify a biased opinion that they read or hear about
the subject.52 Disclosure policies raise a red flag but
are unlikely to solve the problems. Industry funding,
disclosed or not, influences a clinician’s judgment.
Third, disclosure may be used to ‘sanitize’ problems.
The well-reported story of Charles Nemeroff,19 whose
history is shown below, indicates that it is easier to
disclose the conflict and then proceed as though it
did not exist.

Institutional conflicts of interest
in psychiatry

Financial relationships with industry also exist at the
institutional level and may create conflicts of interest
for academic medical centers, professional societies,
and other institutions that carry out medical research,
education, clinical care, or guideline develop-
ment.41,46 Institutional conflicts of interest arise when
an institution’s own financial interests, or those of its
senior officials, pose risks of undue influence on the
institution’s primary interests.

Dealing with institutional conflicts of interest may
be more difficult than dealing with individual con-
flicts of interest.41,46 In the case of individual conflicts
in large institutions, opportunities for review usually
exist at multiple levels of the institution and involve
authorities who are relatively independent and do
not stand to gain personally from the secondary
interests in question. In contrast, an independent
review for institutional conflicts of interest may be
difficult41,46 because the institutional officers them-
selves may stand to benefit indirectly from the con-
flict of interest and may be reluctant to question
current or proposed relationships with companies.

Although several cases reported by the general
press have called attention to institutional conflicts of
interest in medicine,19,44 institutional conflicts of
interest have generally received less attention than
individual conflicts of interest. Institutional conflicts

of interest often involve the financial interests of both
the institution and its senior officials.

In December 2008, only 3 months after the APA
report, which revealed that medical companies sup-
plied about 28% of its annual income, the chair of
the Psychiatry Department at Emory University,
Charles Nemeroff, resigned after congressional inves-
tigators reported that he had failed to disclose the
receipt of substantial consulting payments from
pharmaceutical companies, in violation of university
and federal government rules.15,18,20 He had also
failed to comply with an agreement with the univer-
sity that he limit such payments.18 His multiple ties to
pharmaceutical companies had benefited the univer-
sity by attracting company funding for department
career awards, an endowed chair, and other gifts.15

Conflicts of interest in psychiatric
guideline development

Clinical practice guidelines (CPG), based on expert
reviews of the relevant evidence, greatly influence
commercial drug compendia. Many health plans use
evidence summarized in compendia as a basis for
payment and coverage decisions. Because of their
influence, CPG should be based on objective data
and unprejudiced by stakeholder groups, with any
financial association between authors of the guide-
lines and the pharmaceutical industry made transpar-
ent. Nevertheless, studies have found shortcomings
in reporting on conflicts of interest by participants
and editorial independence in a wide array of clinical
practice guidelines.46,54

Widespread relationships with drug companies are
presented in a study of major CPG in psychiatry.55,56

Ninety percent of the authors had financial ties to
companies that manufacture drugs that were explic-
itly or implicitly identified in the guidelines as rec-
ommended therapies for the respective mental
illnesses. None of the financial associations of the
authors were disclosed in the CPG.56

ROLE OF JOURNALISM IN THE ISSUE
OF CONFLICTS OF INTEREST
Mass media continue to play an important role in the
lives of patients. Medical news can have a greater
influence on public health-related expectations and
behavior.57 Lay people often first learn about medical
advances through the mass media.58 The media influ-
ences the use of medical interventions,59 and shapes
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perceptions of diseases.57 The quality of journalism
therefore is an issue of concern for health profession-
als because journalistic expertise and experience play
an important role in communication about health
care.57,60,61

Pharmaceutical companies fund consumer and
community groups that are likely to have an interest
in their products and services. They also produce their
own media content. Pharmaceutical industries are
becoming increasingly sophisticated at influencing
the mass media, and dedicate considerable resources
to managing media content and agendas by methods
called ‘spin’; a form of propaganda in public rela-
tions. Media consultants and public relations staff
have become an established feature of the pharma-
ceutical landscape. All of these strategies have been
reported,62,63 and their significance is great given the
increasing influence of consumerism in health care,
the increasing pressure on media outlets because of
declining advertising revenue, and the increasing reli-
ance of health and medical research on private
sources in the wake of declining government funding
for universities.60,64

Public relations experts clearly understand the
advantages of using academic experts to promote
their point of view on television, in newspapers and
magazines, and in academic journals. In the ‘third
party technique,’ instead of using a drug company
representative as spokesperson, an apparently inde-
pendent messenger with a higher credibility rating in
the eyes of the target audience is used. A lack of
proactive disclosure by third party messengers is
often reinforced by the failure of doctors, patients,
and journalists to demand that potential conflicts of
interests be revealed.64

Industry influence over medical journalism is
exerted more subtly through editorial decisions
about content and through other strategies that are
often not obvious to readers,65 whereas other power-
ful interests actively seek to overtly influence media
content and media agenda through advertising, own-
ership and declarations of editorial support for par-
ticular political parties.

The promotion of trastuzumab (Herceptin) in the
UK shows how companies raise awareness of new
drugs.62 Marketing was muted at first, as specialists
learnt of pilot studies in patients with advanced
disease. A paper reporting an early trial in a wide-
circulation general medical journal amplified the
report. The paper was accompanied by an enthusiastic
press release, encouraging medical correspondents to

spread the word to the wider public. These strategies
mean people become familiar with the company
message long before licensing. The case of
trastuzumab indicates that optimistic media descrip-
tions were more successful for drug companies than
obvious promotional campaigns, as the message was
separated from explicit marketing and included a
trusted voice, such as a university-based physician.

In addition to lay press, medical journals also have
long-standing relationships with the pharmaceutical
industry. As early as the late 1940s, the American
Medical Association began to market information
from its new physician database to pharmaceutical
companies and to commission studies of the effec-
tiveness of different marketing techniques. The
results were sent to pharmaceutical companies along
with pamphlets promoting advertising in the Journal
of the American Medical Association.66 In the following
years, medical journals depended on the pharmaceu-
tical industry for substantial income,65 which was
often misleading.67 In the 2000s, medical journals
developed into an extension of the marketing arm of
pharmaceutical companies.68

JAPAN PERSPECTIVE
As the world’s highest rates of psychiatric institution-
alization,69 popular images of mental health care and
public attitudes toward mental illness have been stig-
matized for decades in Japan. Nevertheless, for many
more years, Japanese psychiatrists have been diagnos-
ing patients according to global standards, that is, the
International Classification of Diseases and the Diagnos-
tic and Statistical Manual of Mental Disorders. They
treat patients with globally developed drugs, using
global standard guidelines. Therefore, Japanese psy-
chiatrists must be aware of conflicts of interest, just as
psychiatrists in other developed countries are. There
are now transitions underway that are reshaping the
mental health care landscape and affecting public
impressions of mental illness.70

In the USA, the relationship with pharmaceutical
companies, the most profitable and politically influ-
ential industry in the USA,14 is a big challenge for
psychiatrists,44 whereas in Japan, as the best pharma-
ceutical market in the world,71 the prevalence and
implications of conflicts of interest in psychiatry seem
to have received little attention. A PubMed Search
shows that, out of 450 publications found by search-
ing the database with MeSH ‘Conflict of Interest’ and
‘Psychiatry’ combined as of 11 December 2013, there
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were no papers in English, with only five papers in the
Japanese language by Japanese authors.

However, given the extent of industry involve-
ment in drug development and the rapid growth in
pharmacotherapies in psychiatry, conflict of interest
has come under intense scrutiny in Japan, especially
since the finding of alleged data manipulation in
postmarketing studies.72 In contrast to their US
counterpart,44 the Japanese Society of Psychiatry
and Neurology, the most time-honored and largest
organization of psychiatry in Japan, has taken
advantage of their stringent attitude73 to eliminate
the conflicts of interest that still characterize the
relationship between psychiatrists and the pharma-
ceutical industry.

The socio-psychiatric perspective on conflicts of
interest identified the need for a cultural change in
the practice of psychiatry, from reactive treatment-
seeking for mental illness to proactive advocacy for
patients. To achieve this cultural change, a wide-
spread program of patient, psychiatrist and health-
care provider education and multi-disciplinary
collaboration is essential. Such educational activities
should focus on ensuring long-term change rather
than short-term fixes alone. Delivering this broad
educational agenda would serve to control conflicts
of interest. Piloting such educational activities would
seem an appropriate position from which Japan can
further consolidate its lead role in psychiatry.

CONCLUSION
Awareness of the existence of conflicts of interest and
their impact on our field is a first, necessary step.
Conflicts of interest may not be perceived as such by
those involved. People can believe that they are
invulnerable to influences to which they believe
others are susceptible. At present, there is an acute
and welcome awareness of the impact of financial
conflicts of interests arising from psychiatrists’ rela-
tionships with drug companies. The same cannot be
said for non-financial conflicts of interests. Non-
financial conflicts of interests are probably both
common and significant in psychiatric practice and
research, although currently underemphasized.
Those who denounce one type of conflict of interest
are particularly susceptible to another. Professional
medical associations have to bring to their members
the best scientific evidence on the efficacy and suit-
ability of drugs. These efforts must be distinguished
from, and not affected by, industry promotions. The

implementation of policies to protect the integrity of
professional judgment and to preserve public trust
may forgo some valuable activities. Nevertheless,
appropriate changes should be in the best interest of
both psychiatrists and patients.
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