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The WPA-WHO Joint Statement on 
the Role of Psychiatrists in Disasters Response

EDITORIAL

JUAN E. MEZZICH1, BENEDETTO SARACENO2

1President, World Psychiatric Association
2Director, Department of Mental Health and Substance Abuse, World Health Organization

We would like to draw the attention of psychiatrists across
the world and members of the international health commu-
nity at large to the enclosed WPA-WHO Joint Statement on
the Role of Psychiatrists in Disasters Response. This is the
first in a planned series of periodic statements of the largest
international organizations in psychiatry and public mental
health regarding major global issues in our field.

Massive disasters have been taking place with increasing
frequency over recent years and are challenging the world
community to understand better such phenomena and their
natural and man-made causes as well as their general health
and psychosocial consequences on the affected populations.
The need to respond thoughtfully and effectively to disasters
is the responsibility of all concerned at local, national and in-
ternational levels. In regard to the psychosocial impact of
massive disasters, the WHO Department of Mental Health
and Substance Abuse and the WPA, among other institu-
tions, have been developing, through their various structures,
relevant procedures, educational aides, and service on site.

It is recognized that psychiatrists have an appropriate
role to play within coordinated disasters response efforts.
The optimization of such role is the concern of the WPA,
which has established an Institutional Program on Disas-
ters Response to work in conjunction with its Section on
Disasters and Mental Health and several local Disasters
Task Forces. The WHO is also contributing to this endeav-
or as part of its broad public mental health responsibilities.

In line with the above, the WPA and the WHO prepared
the enclosed Joint Statement on the Role of Psychiatrists in
Disasters Response and announced it at the WPA Region-
al Conference in Lima, Peru on November 30, 2006. We
hope it will enhance the effectiveness of overall efforts in
this increasingly important area.

WPA-WHO JOINT STATEMENT ON THE ROLE
OF PSYCHIATRISTS IN DISASTERS RESPONSE1

The WPA and the WHO would like to draw the atten-
tion of the international community of psychiatrists to the
needs of people affected by disasters, the key actions to be

potentially taken by psychiatrists, and the value of their
collaboration with public health agencies. 

Emergency situations can have devastating psychologi-
cal and social effects on individuals, families, communities
and societies and tend to be associated with elevated rates
of a broad range of mental disorders among affected pop-
ulations. Moreover, disasters can severely disrupt social
structures and ongoing formal and informal care of persons
with pre-existing disorders.

Because disasters are associated with numerous types of
social and mental health problems, it is not surprising that
psychiatrists and aid agencies offering help often offer di-
verse and numerous types of responses. This help is usual-
ly offered at a time when normal health and social services
are either overwhelmed or have stopped working altogeth-
er. To avoid chaos and to increase the chance of popula-
tions receiving the best possible support, it is important (a)
to set priorities regarding how to respond to the disaster
and (b) to coordinate all mental health and psychosocial
support responses across sectors with agencies and profes-
sionals from diverse backgrounds. 

Psychiatric societies at national and local levels must
help in stimulating and organizing psychiatrists’ contribu-
tions. To facilitate and guide these contributions, WPA has
developed structures such as an Institutional Program on
Disaster Response, a scientific Section on Disasters and
Mental Health and disaster specific local task forces,
which are producing educational resources in various lan-
guages as well as training and service protocols2. Interac-
tion and coordination of local psychiatric societies and
pertinent WPA structures with corresponding governmen-
tal and intergovernmental organizations is strongly recom-
mended. Attention should also be given to recent WHO
publications on this matter.

Priority activities by psychiatrists working in the acute
phase of a disaster (i.e., when daily mortality is elevated
above baseline) include: 
– Working together with all aid agencies to establish

broad-based mental health and psychosocial support
with maximal participation of assisted communities.
In large scale disasters many psychosocial support ac-
tivities are organized by aid agencies that work in the
“protection”, “social sector’” or “health sector”. Con-1 This statement is consistent with forthcoming Inter-Agency Stand-

ing Committee (IASC) Guidance on Mental Health and Psychosocial
Support in Emergency Settings, to which WPA contributed. The IASC,
established by the UN General Assembly, is the highest-level humani-
tarian forum for coordination, policy development and decision-making.

2 For current WPA guidelines see: Mezzich JE. WPA and disaster re-
sponse: new policies and actions. World Psychiatry 2006;5:1-2.
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sulting affected populations and coordination among
sectors is essential to facilitate optimal support. 

– Maintaining access to care for people with acute and
serious mental disorders in the community. Psychia-
trists play a major role in training and supervising primary
health care (PHC) workers to care for people with severe
mental disorders in fixed or emergency PHC clinics in dis-
asters. Most people with severe mental disorder in a dis-
aster will have a pre-existing disorder, but there will also
be people who have severe disaster-induced mood and
anxiety disorders, including severe presentations of acute
stress reaction/posttraumatic stress disorder and there
will be numerous presentations of severe medically unex-
plained somatic complaints.

– Protecting and caring for people with severe mental
disorders and other mental and neurological disabili-
ties living in institutions. People living in institutions
are among the most vulnerable people in society, and
they are especially at risk in emergencies, where they
risk being left without care and without protection from
the effects of the disaster. Psychiatrists play a key role to
ensure ongoing care and protection.

– Advocating with aid workers in other sectors to address
the social determinants of mental health, e.g., advocat-
ing that shelter is organized in such manner that dis-
placed families and communities can live together to
maintain social cohesiveness; advocating that areas
around toilets in camps are well-lit as to avoid sexual vi-
olence against women; advocating for family tracing to
avoid child separations, advocating that adults and ado-
lescents become involved in concrete, purposeful, com-
mon interest activities to avoid passivity; advocating that
all health workers treat their patients with dignity.
After the acute disaster, psychiatrists play a major role in

the (re)building of community mental health services to ad-
dress the increased prevalence of mental disorders in affect-
ed populations. To maximize population coverage, trauma-
focused care may be best integrated into general health and
mental health services. These services could have a dual
function – routine in normal times and disasters intervention
in emergency periods. Disasters not only provide tragedy but
also unprecedented impetus and opportunities to enhance
personal and community resilience and perspectives and al-
so strengthen the overall mental health system.
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Physical illness in people with mental disorders
PERSPECTIVE

NORMAN SARTORIUS

Geneva, Switzerland

In a few months Cambridge University Press will bring
out a comprehensive review of publications documenting
the frequency of physical illness in people with schizo-
phrenia (1). Other volumes, dealing with the frequency and
types of physical illnesses in people with other mental dis-
orders, will follow, probably in 6-monthly intervals over
the next two to three years.

The trigger for the preparation of these reviews has been
a personal communication from a physician working with
the Doctors without Borders in a Central Asian republic. He
felt desperate because he was unable to get sufficient re-
sources to deal with the very high mortality of people with
schizophrenia admitted to the central mental hospital in the
country: according to his account, one person out of two ad-
mitted for schizophrenia was likely to be dead at the end of
the year in which he/she was admitted for treatment. Some
of the excess mortality would be due, like in other countries,
to suicide, but a large proportion of those who would die
would have infectious diseases (e.g., tuberculosis) as the
main cause of death. Other physical diseases also have a
higher prevalence in people with schizophrenia than in per-
sons without it. 

People with schizophrenia do not only have higher rates
of physical illnesses than those without schizophrenia (2).
They also experience greater difficulty in getting adequate
health care. Mental hospitals in many countries are often
lacking equipment that could help in making the diagnosis
of physical illness as well as medications and other materi-
al that would make it possible to recognize and treat phys-
ical illness. Psychiatrists are reluctant to treat physical ill-
ness, perhaps as frequently as doctors in other medical spe-
cialties fail to recognize that their patients also suffer from
a mental disorder or refuse to provide treatment for it. 

The situation is not better in the instance of other men-
tal illnesses. Depressive disorders are often associated with
physical illnesses (e.g., cardiovascular diseases or diabetes)
(3). People with dementia often have physical diseases and
so do people who suffer from other forms of mental disor-
der or have an impairment of their mental functioning. The
high rates of comorbidity of mental and physical disorders
are only rarely taken into account in planning health ser-
vices and in teaching health professionals. 

Why people with mental illness are more likely to have a
physical illness than the rest of the population is only par-
tially known. Part of the answer to this question may be that
some people with mental illness do not pay sufficient atten-
tion to their bodies and do not follow elementary rules of hy-
giene and disease prophylaxis. The fact that they often live
in conditions of poverty and are exposed to considerable

dangers of violence and abuse might also explain some of the
excess morbidity and mortality from physical illness that
they have. The fact that people with mental illness may be
abusing alcohol or take drugs and that they are therefore ex-
posed to the health consequences of substance abuse and
diseases related to the manner of use of drugs (e.g., hepati-
tis) may also play a role. There remains, however, a substan-
tial proportion of the excess physical morbidity that is not
explicable by the above mentioned factors and it is therefore
necessary to suppose that there are factors that facilitate the
occurrence of physical illness and are inherent in people
who have mental disorders. Changes in the immune system
and hormonal unbalance have been mentioned as being
among those factors, but it is obvious that more research will
be necessary to unravel the puzzle of high rates of physical
illness in people with mental disorders. 

In many countries psychiatrists have taken off their white
coats, shed the symbols of being physicians, forgetting that
they are medical doctors – with a particular interest in men-
tal symptoms but still essentially practitioners of a medical
discipline. The creation of the specialty of liaison psychiatry
is a sad testimony to the fact that only a small proportion of
psychiatrists have an interest in dealing in a comprehensive
manner with people struck by physical illness. There are no
liaison internists, liaison dermatologists nor liaison sur-
geons: when invited to consult other colleagues, they simply
do that without creating a subgroup that will be specially
trained to do this. They remain internists or dermatologists
or surgeons who advise their colleagues when necessary
without being separated from the rest of their discipline. The
existence of liaison psychiatrists is an unwise message to the
rest of medicine: despite having a medical diploma, only a
few among the psychiatrists are sufficiently well trained in
medicine to be able to deal with patients who have a mental
and a physical disease at the same time.

What should be done about this? First, we should ob-
tain data demonstrating the magnitude of the problem of
comorbidity and its consequences in different parts of the
world, in different types of services and for different men-
tal disorders. Parallel to the data collection, other courses
of action could be taken. These would include a revision of
the curricula for training health professionals, at under-
graduate and postgraduate level. The implementation of
changes of curricula in schools for health personnel takes
a long time: it takes an even longer time if there is no pres-
sure to introduce the changes. Introduction of obligatory
screening for mental disorders in general health facilities
and for physical diseases in mental health services might
also increase the awareness of all concerned that action is
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needed now. The methods of screening that would be used
in this effort will have to be simple and easy to apply: in ad-
dition, however, their introduction should be linked to the
development of mechanisms that will allow relevant treat-
ment once comorbidity has been diagnosed. Stigma at-
tached to mental illness leads to discrimination of mental-
ly ill people in the health care system: the introduction of
a comprehensive model of care might require the applica-
tion of measures that would also reduce stigma. An impor-
tant consequence of stigma is the low priority that is given
to mental health care, resulting in very low levels of fund-
ing for mental health services: the demonstration that the

simultaneous attention to and treatment of mental and
physical illness improves the prognosis of both and lowers
the cost of treatment might help to change this situation.
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Mental health care for the elderly in low-income
countries: a health systems approach

SPECIAL ARTICLE

MARTIN PRINCE1, GILL LIVINGSTON2, CORNELIUS KATONA3

1Institute of Psychiatry, King’s College London, De Crespigny Park, London SE5 8AF, UK
2Department of Mental Health Science, Centre for Ageing and Mental Health Science, University College London, London, UK
3Kent Institute of Medicine and Health Sciences, Canterbury, UK

By 1990, a clear majority (58%) of the world’s popula-
tion aged 60 years and over were already to be found living
in developing countries. By 2020 this proportion will have
risen to 67%. Over this period of 30 years, this oldest sec-
tor of the population will have increased in number by
200% in developing countries as compared to 68% in the
developed world (1). This demographic transition will be
accompanied by unprecedented economic growth and in-
dustrialization, and by profound changes in social organi-
zation and in the pattern of family life. 

For older people, mental health conditions are an im-
portant cause of morbidity and premature mortality.
Among the neuropsychiatric conditions, dementia and ma-
jor depression are the two leading contributors, account-
ing respectively for one quarter and one sixth of all dis-
ability adjusted life years (DALYs) in this group (1). In
2005, Alzheimer’s Disease International commissioned a
panel of experts to review all available epidemiological da-
ta and reach a consensus estimate of prevalence in each
world region, and numbers of people affected (2). Evidence
from well-conducted, representative epidemiological sur-
veys was lacking in many regions. The panel estimated that
24.3 million people have dementia today, with 4.6 millions
new cases of dementia annually (one new case every 7 sec-
onds). Numbers of people affected will double every twen-
ty years to 81.1 millions by 2040. Most people with de-
mentia live in developing countries: 60% in 2001, rising to
71% by 2040. Rates of increase are not uniform: numbers
are forecast to increase by 100% in developed countries be-
tween 2001 and 2040, but by more than 300% in India,
China and their South Asian and Western Pacific neigh-
bours. 

Mental health practitioners have some of the most effi-
cacious interventions in biomedicine (3). For late-life de-
pression we have antidepressants and stepped care, multi-
disciplinary interventions (4-7). For dementia, psychoso-

cial interventions for caregivers (8), behavioural manage-
ment strategies (9,10), nurse-led collaborative care (11)
and (more equivocally) the cholinesterase inhibitor drugs
(12) have all been shown to be at least moderately effec-
tive. Our limitation is more in having the resources or sys-
tems to deliver effective interventions to those who might
benefit, both in the community and in care homes (13,14).
This is most marked in developing countries, where there
are very few psychiatrists or other mental health profes-
sionals. The World Health Organization (WHO)’s Mental
Health Atlas (15) surveyed the resources available and
found fewer than one psychiatrist per 100,000 population
across India, China and much of the rest of South and
South East Asia, and fewer than one psychiatrist per mil-
lion population in most of sub-Saharan Africa. For the
foreseeable future, a generally accessible national special-
ist service is beyond reach. The WHO’s recommendation
is that mental health services be integrated into primary
care, but this has been little implemented. Centralized
hospital-based services provide limited care to small num-
bers of patients with serious mental illness; for the rest the
burden of care falls upon the family, the community, and
traditional healers. Awareness and understanding of com-
mon mental disorders is low at all levels of society. People
with mental illness are often stigmatized, and neither rec-
ognized nor treated appropriately by health services. A
“health systems approach” to service development recog-
nizes the socio-cultural and regional factors that modulate
health perceptions, illness presentations, and interactions
between the potential consumers and providers of health
care services (16), analyzing local socio-demography, pat-
terns of disease, culturally determined beliefs and prac-
tices, existing resources, prevailing government policy and
macro and microeconomic conditions. This context
should then inform the prioritization, design and delivery
of new services. 

Future development of services for older people needs to be tailored to suit the health systems context. Low-income countries lack the eco-
nomic and human capital to contemplate widespread introduction of specialist services. The most cost-effective way to manage people
with dementia will be through supporting, educating and advising family caregivers. The next level of care to be prioritized would be
respite care, both in day centres and in residential or nursing homes. An important prerequisite to improving care for older persons is to
create a climate that fosters such advances. Better awareness is a necessary precondition for appropriate help-seeking, and lack of aware-
ness is a public health problem for which population level interventions are needed. 

Key words: Elderly, mental health care, low-income countries, health systems approach, awareness, family caregivers

(World Psychiatry 2007;6:5-13)
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A HEALTH SYSTEMS APPROACH

Attitudes towards older people

In many developing countries, older persons are accord-
ed great respect, both within the extended families that they
head, and in society as a whole. These attitudes may also be
held by immigrant families in developed countries, though
it is important not to be oversimplistic in mythologizing
“ethnic” viewpoints in culturally mixed societies (17).

In Ghana, for example, the aged enjoy high status as me-
diators and experts on social problems, folklore and tradition:
“the elderly were regarded as a symbol of deity, an affront to
an older person was an affront to the gods requiring costly
expiation” (18). This system of beliefs is widely held across
the African continent. In South Eastern Asia, the Confucian
moral principle of supporting, loving and respecting the
elderly is traditionally rooted in the family and practised
throughout society, not only in China but also for example in
Japan and Thailand (19). The related concept of “filial piety”
demands respect, honour and duty of care from the son to-
wards the parents. In India, older persons are venerated, a
typical formulation being that “parents are next to God; the
family must respect and treat them well” (20). Others though
have identified an inherent fatalism in traditional Indian atti-
tudes towards ageing. The Hindi phrase sathiyana, custom-
arily translated as senility, more literally means “sixtyish” (21),
simultaneously conveying the concept of advanced chrono-
logical age and inevitable decline (22). The final stages in the
classical cycle of life, Vanaprastha and Sanyasa, encourage a
“disengagement” of older persons, allowing both preparation
for death and a seamless intergenerational transfer of goods,
property and power (23). For older Indians, the sociological
and psychological influence of these principles is still pro-
found and pervasive (24). Indeed, viewed through this prism,
Western sensibilities can seem mystifying to Indian commen-
tators: “People (in rural India) are not scared of death. They
took it as inevitable. Lacking medication for illness in old age,
there is relatively less medicated survival compared to the sit-
uation in the industrially advanced world. The nursing homes
of the West sometimes give the impression that they are wait-
ing rooms for the dead before they are buried” (23).

In focus group discussions carried out in South India,
many older participants felt that respect for them was on the
wane (20): “the values that were taught by our elders about
oneself and towards others are now being purposely for-
gotten, resulting in more hardships in later life and less re-
spect towards older people”. In Japan, it has been suggest-
ed that “respect for the elderly may be more symbolic than
substantial”: recent research suggests a preponderance of
negative over positive stereotypes (19).

Living arrangements

In most developing countries, older people, whether or

not widowed, typically live with their families in multi-gen-
erational households. The concept of living alone is alien
and dreaded. For example, only 8% of older Chinese men
and 10% of women live alone, more than two-thirds live
with children, rising to four-fifths of the oldest old (25).
Eighty-eight percent of Ghanaians live with younger rela-
tives (18). In the United Kingdom, conversely, only 25% of
older persons live with younger family members, most liv-
ing alone (35%) or with their spouse (40%) – interestingly,
historical evidence suggests that extended multi-genera-
tional family units have always been the exception, chil-
dren always having tended to leave home and set up their
own household when they marry. 

Traditional family and kinship structures are widely per-
ceived as under threat from the social and economic changes
that accompany economic development and globalization
(26). In Japan (subject to rapid and relatively recent indus-
trialization and economic development), until recently 87%
of older people lived with younger relatives. However, the
numbers of elderly persons living alone increased steadily
from 0.6 million in 1975 to 3.2 million in 2001, and house-
holds with elderly couples living alone increased from 0.9
million to 4.5 million over the same period. The education
of women and their increasing participation in the work-
force reduce both their availability for caregiving and their
willingness to take on this additional role. Populations are
increasingly mobile, as education, cheap travel and flexible
labour markets induce children to migrate to cities and
abroad to seek work. In India, Venkoba Rao has coined an
acronym to describe this growing social phenomenon: PI-
CA, Parents in India, Children Abroad. Two million Ghana-
ians left the country in the economic catastrophe of the
1980s; 63% of older persons have lost the support of one or
more of their children. Declining fertility has also had an im-
pact: its effects are perhaps most evident in China, where the
one-child family law leaves increasing numbers of older peo-
ple, particularly those with a daughter, bereft of family sup-
port. In sub-Saharan Africa, the ravages of the HIV/AIDS
epidemic have “orphaned” parents as well as children. 

Family support

All over the world, the family remains the cornerstone of
care for older people who have lost the capacity for inde-
pendent living, whether as a result of dementia or other
mental disorder. However, stereotypes abound and have the
potential to mislead. Thus, in developed countries, with
their comprehensive health and social care systems, the vi-
tal caring role of families, and their need for support, is of-
ten overlooked. Conversely, in developing countries, the re-
liability and universality of the family care system is often
overestimated; older people are among the most vulnerable
groups, in part because of the continuing myths that sur-
round their place in society (26). The 10/66 Dementia Re-
search Group’s multicentre pilot study (27) was the first sys-
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tematic, comprehensive assessment of care arrangements
for people with dementia in the developing world, and of
the impacts upon their family caregivers. The findings were
similar to those in the developed world as reported in the
EUROCARE study, with data from 14 European countries
(28). In both settings, most caregivers were older women
caring for their husbands or younger women caring for a
parent, and caring was associated with substantial psycho-
logical strain. However, some aspects were radically differ-
ent: people with dementia in developing countries typical-
ly live in large households, with extended families. Larger
families are associated with lower caregiver strain; howev-
er, this effect is small, applies only where the principal care-
giver is co-resident and indeed seems to operate in the op-
posite direction where the caregiver is non-resident, per-
haps because of the increased potential for family conflict.
Arguably, the greatest obstacle to providing effective sup-
port and care for older persons with mental illness and their
families in developing countries is the lack of awareness of
the problem amongst policy makers, health care providers
and the community. As in ethnically mixed Western com-
munities (17), mythologizing the caring role of the family
evidently carries the risk of perpetuating complacency. 

Government policy:
the role of state vs. the role of family

In the European Union, government policy varies wide-
ly, from states that assume a statutory responsibility to pro-
vide comprehensive care on demand (e.g., some Scandina-
vian countries) to those that provide negligible services and
place a legal responsibility on families to provide financial
and practical support (e.g., some Southern European coun-
tries). Worldwide, there is a tendency for governments that
have less developed centralized welfare and benefit systems
to bolster traditional family care arrangements through co-
ercive legislation or fiscal or social incentives. Thus, in the
People’s Republic of China, the Communist Party en-
shrined the Confucian principle in the 1980 Marriage Law,
giving parents who have lost the ability to earn the right to
claim support from their children. Breaches are theoretical-
ly punishable by up to five years imprisonment. Social in-
centives have been popular in South East Asia: in countries
with social housing programs, such as Singapore and Hong
Kong, family caregivers of older persons find themselves
prioritized on the housing waiting list. In Japan, the legal
sanction compelling children to care for parents has been
repealed, and in 2001 a mandatory, public long-term care
insurance system has been introduced, to which every citi-
zen aged 40 and over contributes premiums. The system en-
titles people who require care as they age to choose from a
range of services and providers, including home-based,
community-based and institutional care options paid for by
the government, but requiring a co-payment by the patient.

National culture and service availability are important

in determining the proportion of older people who live in
institutional settings, and therefore the levels of disability
and needs of the population of older people living in the
community. In a recent European study (29), for example,
recipients of community care in France and Italy were very
physically dependent compared with the other areas in Eu-
rope. Italian older people received the least average hours
of formal care and those in France the most. Italian partic-
ipants had the lowest rates of psychiatric diagnosis, and a
similar rate of pre-existing diagnosis of dementia to other
areas, despite having the highest proportion of people with
cognitive impairment. This suggests there may be particu-
larly high levels of undiagnosed psychiatric, including cog-
nitive, morbidity in Italy. 

Sources of income for older people

Many, but by no means all economically developed coun-
tries have made provision for universal pension schemes,
disability living allowances, and caregiver benefits. These
can make a crucial contribution to easing the plight of peo-
ple with dementia, and those who care for them. In low-in-
come countries, a small minority of older persons have even
a basic subsistence pension. More comprehensive non-con-
tributory schemes are needed, but unlikely to be feasible in
the near future under even the most optimistic predictions.
This is unfortunate, for an older person’s pension, however
nugatory, can make an important guaranteed contribution
to the family budget. 

For these reasons, older people in developing countries
often work for as long as their health permits. In 1990 the
United Nations estimated that, in developing regions of the
world, 45% of those aged 60-64 years and 28% of those
aged 65 years or over were engaged in paid work. Addi-
tionally, they may supervise grandchildren while parents
work, they care for adult children with disabilities, they en-
gage in voluntary work and in informal education of
younger generations. With the onset of disability, older peo-
ple are instead dependent on their children for housing,
food, and money, as well as personal care. One of the key
findings from the 10/66 Dementia Research group’s care-
giver pilot study (27) is that caregiving in the developing
world is associated with substantial economic disadvan-
tage. A high proportion of caregivers have to cut back on
their paid work to care. Many caregivers need and obtain
additional support and, while this is often informal unpaid
care from friends and other family members, paid caregivers
are also relatively common. People with dementia in devel-
oping countries are heavy users of health services, and as-
sociated direct costs are high. Compensatory financial sup-
port is negligible; few older people in developing countries
receive government or occupational pensions, and virtual-
ly none of the people with dementia in the 10/66 Dementia
Research group’s caregiver pilot study received disability
pensions. Caregivers are commonly in paid employment,
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and almost none received any form of caregiver allowance.
The combination of reduced family incomes and increased
family expenditure on care is obviously particularly stress-
ful in lower income countries where so many households
exist at or near to subsistence level. This may be literally be-
yond the limited resources of some families. In the absence
of a safety net, lack of family support arising from whatever
cause can be catastrophic. Indigence is a clear and docu-
mented problem (26). The extent to which people with de-
mentia suffer this fate is as yet unknown. 

Knowledge, attitudes and beliefs

Alzheimer’s Disease International and its member na-
tional societies have identified raising awareness of demen-
tia among the general community and among health work-
ers as a global priority (30). There has been relatively little
formal study of the extent of awareness in developing coun-
tries. One index is that of media coverage: in one of its ear-
liest ventures, the 10/66 Dementia Research Group report-
ed a search of Indian broadsheet newspapers (The Times of
India and the Hindu), which failed to unearth a single arti-
cle about the disease (31). While much remains to be done,
the growth of awareness in some developed countries has
been striking: in the United Kingdom, a similar search of the
columns of just one national newspaper revealed 57 articles
over an 18 month period, covering dementia from many dif-
ferent perspectives. Similarly, the Alzheimer’s Society and
other charities concerned with older people in the United
Kingdom have campaigned effectively for improvement in
benefits and less successfully for availability of drugs to treat
dementia. 

Three recent studies from India tend to agree regarding
the extent of awareness in the different communities stud-
ied (with a mixture of focus group discussion and open-end-
ed interviews) (20-22). First, the typical features of demen-
tia are widely recognized, and indeed named “Chinnan”
(literally childishness) in Malyalam language in Kerala (22),
“nerva frakese” (tired brain) in Konkani language in Goa
(20), and “weak brain” in Hindi in Banares (21). However,
in none of these settings was there any awareness of de-
mentia as an organic brain syndrome, or indeed as any kind
of medical condition. Rather, it was perceived as a normal,
anticipated part of ageing. In Goa, the likely causes were
cited as “neglect by family members, abuse, tension and
lack of love” (20). In Kerala, it was reported that most care-
givers tended to misinterpret symptoms of the disease and
to designate these as deliberate misbehaviour by the person
with dementia (22).

This general lack of awareness has important conse-
quences. First, there is no structured training on the recog-
nition and management of dementia at any level of the
health service. Second, in the absence of understanding re-
garding its origins, dementia is stigmatized: for example,
sufferers are specifically excluded from residential care, and

often denied admission to hospital facilities. Third, there is
no constituency to place pressure on the government or
policy makers to start to provide more responsive dementia
care services (22). Fourth, while families are the main care-
givers, they must do so with little or no support or under-
standing from other individuals or agencies. Behavioural
symptoms of dementia (wandering, calling out, making ac-
cusations) may be taken by outsiders as prima facie evi-
dence of neglect or abuse. Caregivers then face a double
jeopardy: the strain of care heightened by the stigma and
blame that attaches to them because of the disturbed be-
haviour of their relative. This notion is supported by the
open-ended responses of some caregivers, in the 10/66 De-
mentia Research Group’s pilot study, to the question “What
do you find most difficult about looking after your rela-
tive?” (32): “Family members think we are the cause for his
illness – they think we deserve all that is happening to us.
Other than family, we don’t really care”; “She keeps want-
ing to go home. She feels cheated and deceived. She be-
haves like a child and greets me instead of me greeting her.
She behaves embarrassingly. We continue locking the door
every time. We feel ashamed; it is a useless life”.

Such evidence argues powerfully for the benefits of
broad dissemination of appropriately structured informa-
tion about dementia.

Community services

Until recently, there has been surprisingly little informa-
tion regarding the nature of services available for people
with dementia in developing countries, the extent of help-
seeking and the effectiveness of care. Even now, with the
rising interest in epidemiological research, generalizable
quantitative data is not available. Nevertheless, it seems
clear that dementia in the developing world tends to be a
hidden problem. Affected families rarely present to health
services, which are ignorant of most cases in their commu-
nity. However, lack of help-seeking should not be presumed
to reflect a lack of need. K.S. Shaji, working with the 10/66
Dementia Research Group in Kerala, Southern India, com-
mented of the caregivers of the 17 older persons with de-
mentia: “Many caregivers expressed a wish to know more
about the disease and its management. Most said that they
would be interested to attend meetings of support groups or
training programs for caregivers. However, none of the peo-
ple with dementia were in regular contact with any health
care facility. Visits to outpatient care facilities were per-
ceived as neither feasible nor useful. None of the caregivers
ever received any advice from anybody regarding manage-
ment of their relatives at home. They said that they were
learning from their own experience and were unhappy not
to be receiving any help from health professionals. They had
not come into contact with any non-governmental or gov-
ernmental agency that offered special services for people
suffering from dementia” (22).
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In Goa too, primary health care doctors said that they
were not consulted, and had little or no direct experience of
the problem in their community (20). This experience con-
trasted with that of the local multi-purpose health workers,
who both recognized the dementia vignette and identified
many of their active community caseload as sufferers.

Developing country health services are generally ill-
equipped to meet the needs of older persons. Health care,
even at the primary care level, is clinic-based: the older per-
son must attend the clinic, often involving a long journey
and waiting time in the clinic, to receive care. Even if they
can get to the clinic, the assessment and treatment that they
receive is orientated towards acute rather than chronic con-
ditions. The perception is that the former may be treatable,
the latter intractable and not within the realm of responsi-
bility of health services. Indeed, in our experience, the di-
agnosis of dementia is often made specifically to exclude
older persons from receiving care. Thus, for example, in a
Soweto township, nurses in a community clinic were
trained to discriminate between dementia and delirium.
Cases of delirium were referred to hospital for treatment of
the underlying acute disorder, whereas cases of dementia
were returned home for family care. In Goa, psychiatry in-
terns were advised not to admit older people with demen-
tia for fear that their families might be reluctant to take them
back.

Residential care

Residential care homes are widespread in many devel-
oped countries. Most older people living in 24-hour care
settings in the United Kingdom and the United States have
dementia (33), although this condition may not have been
formally diagnosed and indeed the setting may purport to
exclude those with dementia (34,35).

One study in care settings in the United Kingdom inter-
viewed staff, family and residents about the care home ex-
perience (36): many valued choice and autonomy and still
wanted activity, although this was not always available. “I’m
boring… I like to do things, make things and fix things” (83-
year-old woman, severe cognitive impairment). “I try and
take her up there to paint because she loves it so much… I
feel I’ve achieved something” (60-year-old female care as-
sistant). 

As yet, care homes are rare in developing countries.
Governments, as part of their policy to bolster traditional
family care arrangements, have either not encouraged or
officially discouraged their development. However, in the
most rapidly developing regions, their numbers are rising
fast. In the initial stages of their development, homes are
run by government or by charities to cater for those few
older persons who have no family to care for them. In In-
dia (20), older persons entered such homes when they were
relatively well, usually because they lacked a family to care
for them in the event of deteriorating health, or because

they feared becoming a burden on their relatives, feared in-
adequate support, and therefore wished to maintain their
independence from the family. This constellation has been
reported in two previous Indian ethnographic studies
(21,37); it has been referred to as “dependency anxiety”
(37). In Goa, residents of old age homes described their
reasons for moving into residential care (20). In a few cases,
chronic deteriorating health or acute episodes of illness
were mentioned as reasons for admission. However, in
many cases the older persons were in good health, and “ap-
proaching age” or worries about ability to look after one-
self in the future underpinned the move. Many of the resi-
dents had no family to look after them. However, many had
families who were either unwilling or unable to support
them. This theme was reflected in the many residents who
complained that their family never visited them after their
admission to the home. Residents had experienced being
“shuffled from family to family”; at least in the old age
home they had security. Many residents expressed bewil-
derment that their families seemed to have forgotten them
after their admission. Goan old age homes, as a rule, did
not admit those with permanent disabilities and specifical-
ly excluded those with dementia. Thus, there was no local
continuing care provision for those with dementia, or for
those who lacked both family support and financial means
(20). The homes themselves were adequate in some re-
spects, but concerns were expressed about the isolation of
residents from their families and from their local commu-
nity, and at the lack of structured activities. These homes
undoubtedly represent a transitional phase in what is like-
ly to become an extended network of public and private
sector facilities. 

THE WAY AHEAD

Awareness

An important prerequisite to improving care for older
persons is to create a climate that fosters such improvement.
Since 1984, Alzheimer’s Disease International, the interna-
tional non-governmental organization that supports people
with dementia and their caregivers worldwide, has built and
strengthened Alzheimer associations throughout the world,
so they are better able to meet the needs of people with de-
mentia and their families. The organization has now 77 na-
tional members, an increase of 50% in less than a decade,
with most new members being developing country associa-
tions. National associations create a framework for positive
engagement between clinicians, researchers, caregivers and
people with dementia. They raise funds, disseminate infor-
mation, and act as powerful advocates with government,
policy makers and media. Better awareness is a necessary
precondition for appropriate help-seeking, and lack of
awareness is a public health problem for which population
level interventions of this kind are most appropriate. 
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A role for research

Within both the developed and developing world, while
there has been huge increase in knowledge about diverse
aspects of mental health of older people (35), there remains
a need for affordable systems to translate these advances
consistently into individual patient benefit. The 10/66 De-
mentia Research Group is a network of researchers from de-
veloping countries that draws attention through its title to
the relative paucity of population-based research into de-
mentia in the developing world. Only 10% of research ef-
fort is targeted at those developing regions where currently
two-thirds of those with the disorder are thought to live
(31). More good quality epidemiological and health services
research, appropriately disseminated, can help to generate
awareness, shape health and social policy, and encourage
the development of better services for those with mental
disorders and their caregivers (38). 

Prevention

Prevention, where it can be achieved, is clearly the best
option. Primary preventive interventions can be highly cost-
effective, given the enormous costs associated with the care
and treatment of those with dementia. The primary preven-
tion of dementia is a relatively neglected area. Evidence
from the developed world suggests that risk factors for vas-
cular disease, including hypertension, smoking, type II dia-
betes, obesity and hypercholesterolaemia, may all be risk
factors for Alzheimer’s disease (39-43) as well as vascular
dementia (44). The epidemic of smoking in developing
countries, and the high and rising prevalence of type II dia-
betes in South and South East Asia, should therefore be
particular causes of concern. It is as yet unclear whether the
improvements in control of hypertension, diet and exercise,
and particularly the decline in smoking seen in the devel-
oped West, which has led to rapid declines in mortality from
ischaemic heart disease and stroke, will lead to a later
decline in the age-specific incidence of dementia and
Alzheimer’s disease (2). Many of these preventive measures
are also likely to improve general health (45).

Service development

There are gross disparities in resources within and be-
tween developed and developing countries. New drug treat-
ments are very expensive. Cholinesterase inhibitors for
Alzheimer’s disease are beyond the reach of all but the rich-
est families in most developing countries. State funding of
these drugs in some developed countries is also becoming
restricted, because, though their efficacy in controlled trials
is well established, doubts remain as to their cost-effective-
ness (46). The same would be true for most selective sero-
tonin reuptake inhibitors and “atypical” antipsychotic

drugs, which are generally favoured in the West for use in
older patients because of their better safety and side-effect
profiles. The advent of a disease modifying, as opposed to
symptomatic, treatment for Alzheimer’s disease would in-
troduce similar ethical concerns regarding accessibility to
those that have arisen in relation to the management of
HIV/AIDS in low income countries. Equity is also an im-
portant issue within developing countries. Access to care is
often entirely dependent upon means to pay. Quite apart
from economic constraints, health care resources are gross-
ly unevenly distributed between rural and urban districts.
Most specialists, indeed most doctors, work in cities. Pro-
vision of even basic services to far-flung rural communities
is an enormous challenge. 

Future development of services for older people needs to
be tailored to suit the health systems context. “Health sys-
tems” here can be taken to include macroeconomic factors,
social structures, cultural values and norms, and existing
health and welfare policy and provision. Low-income coun-
tries lack the economic and human capital to contemplate
widespread introduction of specialist services: multi-disci-
plinary staff and community services backed up with memo-
ry clinics, outpatient, inpatient and day-care facilities. Nev-
ertheless, services comprising some of these elements are be-
ing established as demonstration projects. They have an im-
portant role in raising awareness often out of all proportion
to the cover of the service which they are able to deliver.
Quite apart from their visibility to policy makers, they can
play a key role in exposing generations of doctors and para-
medical staff to training and experience in this field. A coun-
terargument would be that such new developments entrench
existing inequities and draw resources away from cheaper
public health initiatives whose benefits could be distributed
more generally. Some low-income countries with particular-
ly striking achievements in health service development (Cu-
ba is one example) have made it a principle that no service
development be introduced in one area, or for one sector of
the population, that could not be introduced for all. The re-
al problem arises if this model is seen as the end rather than
the beginning of service development. Specialists – neurolo-
gists, psychiatrists, psychologists – are far too scarce a re-
source to take on any substantial role in the first-line care for
people with dementia. The focus must be upon primary care.
Many developing countries have in place comprehensive
community-based primary care systems staffed by doctors,
nurses and generic multi-purpose health workers. The need
is for: a) training in the basic curriculum regarding diagnos-
tic and needs based assessments; b) a paradigm shift beyond
the current preoccupation with simple curative interventions
to encompass long-term support and chronic disease man-
agement; c) outreach care, assessing and managing patients
in their own homes, because people with dementia are un-
likely to seek health-related support despite their wide range
of health needs and their relative inability to look after them-
selves. The content of such a multiprofessional educational
programme has been summarized (47). 
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Table 1 Minimum actions required for dementia care (according to Alzheimer’s Disease International)

Scenario C:
High level of resources

Improve effectiveness of management of
dementia in primary health care.
Improve referral patterns.

Provide easier access to newer drugs (e.g.,
anticholinesterase agents) under public or
private treatment plans.

Develop alternative residential facilities.
Provide community care facilities (100%
coverage).
Give individualized care in the community
to people with dementia.

Launch public campaigns for early help-
seeking, recognition and appropriate
management of dementia.

Foster advocacy initiatives.

Ensure fairness in access to primary and
secondary health care services, and to social
welfare programmes and benefits.

Train specialists in advanced treatment
skills.

Develop occupational health services for
people with early dementia.
Provide special facilities in the workplace
for caregivers of people with dementia.
Initiate evidence-based mental health
promotion programmes in collaboration
with other sectors.

Develop advanced monitoring systems.
Monitor effectiveness of preventive
programmes.

Extend research on the causes of dementia.
Carry out research on service delivery.
Investigate evidence on the prevention of
dementia.

Scenario B:
Medium level of resources

Develop locally relevant training materials.
Provide refresher training to primary care
physicians (100% coverage in 5 years).

Ensure availability of essential drugs in all
health care settings.
Make effective caregiver interventions
generally available.

Initiate pilot projects on integration of
dementia care with general health care.
Provide community care facilities (at least
50% coverage with multidisciplinary
community teams, day care, respite and
inpatient units for acute assessment and
treatment).
According to need, encourage the
development of residential and nursing
home facilities, including regulatory
framework and system for staff training and
accreditation.

Use the mass media to promote awareness
of dementia, foster positive attitudes, and
help prevent cognitive impairment and
dementia.

Ensure representation of communities,
families, and consumers in policy-making,
service development and implementation.

Implement dementia care policies at
national and subnational levels.
Establish health and social care budgets for
dementia care.
Increase the budget for mental health care.

Create a network of national training
centres for physicians, psychiatrists, nurses,
psychologists and social workers.

Strengthen community programmes.

Institute surveillance for early dementia in
the community.

Institute effectiveness and cost-effectiveness
studies for community management of
dementia.

Scenario A:
Low level of resources

Recognize dementia care as a component
of primary health care.
Include the recognition and treatment of
dementia in training curricula of all health
personnel.
Provide refresher training to primary care
physicians (at least 50% coverage in 5
years).

Increase availability of essential drugs for
the treatment of dementia and associated
psychological and behavioural symptoms.
Develop and evaluate basic educational
and training interventions for caregivers.

Establish the principle that people with
dementia are best assessed and treated in
their own homes.
Develop and promote standard needs
assessments for use in primary and
secondary care.
Initiate pilot projects on development of
multidisciplinary community care teams,
day care and short-term respite.
Move people with dementia out of
inappropriate institutional settings.
Promote public campaigns against stigma
and discrimination.

Support nongovernmental organizations
in public education.

Support the formation of self-help groups.
Fund schemes for nongovernmental
organizations.

Revise legislation based on current
knowledge and human rights
considerations. Formulate dementia care
programmes and policies:
- legal framework to support and protect
those with impaired mental capacity;
- inclusion of people with dementia in
disability benefit schemes;
- inclusion of caregivers in compensatory
benefit schemes.
Establish health and social care budgets for
older persons.

Train primary health care workers. 
Initiate higher professional training
programmes for doctors and nurses in old
age psychiatry and medicine.
Develop training and resource centres.

Initiate community, school and workplace
dementia awareness programmes.
Encourage the activities of
nongovernmental organizations.

Include dementia in basic health
information systems.
Survey high-risk population groups.

Conduct studies in primary health care
settings on the prevalence, course, outcome
and impact of dementia in the community.

Ten overall
recommendations

1) Provide treatment in
primary care

2) Make appropriate
treatments available

3) Give care in the
community

4) Educate the public

5) Involve communities,
families and consumers

6) Establish national
policies, programmes
and legislation

7) Develop human
resources

8) Link with other sectors

9) Monitor community
health

10) Support more
research
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The resource implications of chronic disease manage-
ment may be enormous; every developed country has seen
increasing proportions of its health budgets consumed in
this way. Developing countries such as India and China,
witnessing previously unprecedented rates of demographic
ageing, are certain to be profoundly affected, the only ques-
tion being the extent to which they are able proactively to
manage the change.

For many low-income countries, the most cost-effective
way to manage people with dementia will be through sup-
porting, educating and advising family caregivers. This is
already happening to some extent in developed countries,
where, as elsewhere, the majority of care in dementia is
from the family. This may be supplemented by paid home-
care workers; however, to date most of the growth in this
area has been that of untrained paid carers operating in the
private sector. In Beijing, educated women from rural ar-
eas travel to the city to be hired as live-in carers for older
persons and send remittances to their family of origin. They
may be recruited from an agency, or from a street where
they gather for hire by private arrangement. The typical
monthly cost for this service is one tenth of the typical cost
of a residential care home place. The direct and indirect
costs of community care fall upon the family. Some gov-
ernmental input, whether in terms of allowances for peo-
ple with dementia and/or caregivers, or subsidized care,
would be desirable and equitable. The next level of care to
be prioritized would be respite care, both in day centres
and (for longer periods) in residential or nursing homes.
Such facilities could act also as training resource centres
for caregivers. Day-care and residential respite care are
more expensive than home care, but nevertheless basic to
a community’s needs, particularly for people with more ad-
vanced dementia. 

Residential care for older people is unlikely to be a pri-
ority for government investment, when the housing condi-
tions of the general population remain poor. Nevertheless,
even in some of the poorest developing countries (e.g., Chi-
na and India), nursing and residential care homes are open-
ing up in the private sector to meet the demand from the
growing affluent middle class. In West Beijing, approxi-
mately 1% of older people now live in such facilities. Good
quality, well-regulated residential care has a role to play in
all societies, for those with no family supports, and for those
where family support capacity is exhausted, both as tempo-
rary respite and for provision of longer-term care. Absence
of regulation, staff training and quality assurance is a seri-
ous concern in developed and developing countries alike.
Important priorities would include a system of registration
and inspection of homes, training of careworkers, and pro-
vision of medical services for residents.

At their 20th annual conference held in Kyoto, Japan,
Alzheimer’s Disease International released a Kyoto Decla-
ration, benchmarking progress in ten key areas using a
framework developed by the WHO (Table 1). A key ele-
ment of this framework is that it identifies three levels of at-

tainment, for countries with low, medium and high levels
of resources, hence suggesting a feasible, pragmatic series
of actions and objectives for health systems at all levels of
development.
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A review of compulsive buying disorder
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Compulsive buying disorder (CBD) was first described
clinically in the early 20th century by Bleuler (1) and Krae-
pelin (2), both of whom included CBD in their textbooks.
Bleuler writes: “As a last category Kraepelin mentions the
buying maniacs (oniomaniacs) in whom even buying is
compulsive and leads to senseless contraction of debts with
continuous delay of payment until a catastrophe clears the
situation a little – a little bit never altogether because they
never admit to their debts” (1). Bleuler described CBD as an
example of a “reactive impulse”, or “impulsive insanity”,
which he grouped alongside kleptomania and pyromania. 

CBD attracted little attention throughout the 20th centu-
ry except among consumer behaviorists (3-6) and psycho-
analysts (7-9). Interest was revived in the early 1990s, when
clinical case series from three independent research groups
appeared (10-12). The disorder has been described world-
wide, with reports coming from the US (10-12), Canada (5),
England (4), Germany (6), France (13), and Brazil (14).

The appropriate classification of CBD continues to be
debated. Some researchers have linked CBD to addictive
disorders (15), while others have linked it to obsessive-com-
pulsive disorder (16), and still others to mood disorders
(17). While not included in DSM-IV (18), CBD was in-
cluded in DSM-III-R (19) as an example of an “impulse-
control disorder not otherwise specified”. Research criteria
have been developed that emphasize its cognitive and be-
havioral aspects (10). Some writers have criticized attempts
to categorize CBD as an illness, which they see as part of a
trend to “medicalize” behavioral problems (20). Yet, this ap-
proach ignores the reality of CBD, and both trivializes and
stigmatizes attempts to understand or treat the disorder.

EPIDEMIOLOGY

Koran et al (21) recently estimated the point prevalence

of CBD to be 5.8% of respondents, based on results from a
random telephone survey of 2,513 adults conducted in the
US. Earlier, Faber and O’Guinn (22) had estimated the
prevalence of CBD to fall between 2% and 8% of the gen-
eral population of Illinois. Both research groups had used
the Compulsive Buying Scale (CBS) (23) to identify com-
pulsive buyers. Other surveys have reported figures ranging
from 12% to 16% (24,25). There is no evidence that CBD
has increased in prevalence in the past few decades.

Community based and clinical surveys suggest that 80%
to 95% of persons with CBD are women (10-12,23). The re-
ported gender difference could be artifactual: women read-
ily acknowledge that they enjoy shopping, whereas men are
more likely to report that they “collect”. The report of Ko-
ran et al (21) suggests that this may be the case: in their
survey, a near equal percentage of men and women met
criteria for CBD (5.5% and 6.0%, respectively). However,
Dittmar (26) concluded from a general population survey in
the United Kingdom, in which 92% of respondents consid-
ered compulsive shoppers were women, that the gender dif-
ference is real and is not an artifact of men being underrep-
resented in samples.

The age of onset of CBD appears to be in the late teens or
early twenties (11,12,27), though McElroy et al (10) report-
ed a mean age at onset of 30 years. It may be that the age of
onset corresponds with emancipation from the home, and
the age at which people first establish credit accounts. 

There are no careful longitudinal studies of CBD, but the
majority of subjects studied by Schlosser et al (12) and McEl-
roy et al (10) describe their course as continuous. Abou-
jaoude et al (28) suggested that persons with CBD who re-
sponded to treatment with citalopram were likely to remain
in remission during one-year follow-up, a finding that sug-
gests that treatment could alter the natural history of the dis-
order. The authors’ personal observation is that subjects
with CBD typically report decades of compulsive shopping

Compulsive buying disorder (CBD) is characterized by excessive shopping cognitions and buying behavior that leads to distress or im-
pairment. Found worldwide, the disorder has a lifetime prevalence of 5.8% in the US general population. Most subjects studied clinical-
ly are women (~80%), though this gender difference may be artifactual. Subjects with CBD report a preoccupation with shopping, pre-
purchase tension or anxiety, and a sense of relief following the purchase. CBD is associated with significant psychiatric comorbidity, par-
ticularly mood and anxiety disorders, substance use disorders, eating disorders, and other disorders of impulse control. The majority of
persons with CBD appear to meet criteria for an Axis II disorder, although there is no special “shopping” personality. Compulsive shop-
ping tends to run in families, and these families are filled with mood and substance use disorders. There are no standard treatments. Psy-
chopharmacologic treatment studies are being actively pursued, and group cognitive-behavioral models have been developed and are
promising. Debtors Anonymous, simplicity circles, bibliotherapy, financial counseling, and marital therapy may also play a role in the
management of CBD.

Key words: Compulsive shopping, compulsive buying, impulse control disorders
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behavior at the time of presentation, although it might be ar-
gued that clinical samples are biased in favor of severity.

There is some evidence that CBD runs in families and that
within these families mood, anxiety, and substance use dis-
orders are excessive. McElroy et al (8) reported that, of 18 in-
dividuals with CBD, 17 had one or more first-degree relatives
(FDRs) with major depression, 11 with an alcohol or drug
use disorder, and three with an anxiety disorder. Three had
relatives with CBD. Black et al (29) used the family history
method to assess 137 FDRs of 33 persons with CBD. FDRs
were significantly more likely than those in a comparison
group to have depression, alcoholism, a drug use disorder,
“any” psychiatric disorder, and “more than one psychiatric
disorder”. CBD was identified in 9.5% of the FDRs of the
CBD probands (CBD was not assessed in the comparison
group). In molecular genetic studies, Devor et al (30) failed
to find an association between two serotonin transporter
gene polymorphisms and CBD, while Comings (31) report-
ed an association of CBD with the DRD1 receptor gene.

CLINICAL SYMPTOMS

Persons with CBD are preoccupied with shopping and
spending, and devote significant time to these behaviors.
While it might be argued that a person could be a compul-
sive shopper and not spend, and confine his or her interest
to window shopping, this pattern is uncommon. The au-
thor’s personal observation is that the two aspects – shop-
ping and spending – are intertwined. Persons with CBD of-
ten describe an increasing level of urge or anxiety that can
only lead to a sense of completion when a purchase is made.

The author has been able to identify four distinct phases
of CBD: 1) anticipation; 2) preparation; 3) shopping; and 4)
spending. In the first phase, the person with CBD develops
thoughts, urges, or preoccupations with either having a spe-
cific item, or with the act of shopping. In the second phase,
the person prepares for shopping and spending. This can in-
clude decisions on when and where to go, on how to dress,
and even which credit cards to use. Considerable research
may have taken place about sale items, new fashions, or new
shops. The third phase involves the actual shopping experi-
ence, which many individuals with CBD describe as intense-
ly exciting, and can even lead to a sexual feeling (12). Final-
ly, the act is completed with a purchase, often followed by a
sense of let down, or disappointment with oneself (21). In a
study of the antecedents and consequences of CBD, Mil-
tenberger et al (32) reported that negative emotions (e.g., de-
pression, anxiety, boredom, self-critical thoughts, anger)
were the most commonly cited antecedents to CBD, while
euphoria or relief from the negative emotions were the most
common consequence.

Individuals with CBD tend to shop by themselves, al-
though some will shop with friends who may share their in-
terest in shopping (11,12). In general, CBD is a private
pleasure which could lead to embarrassment if someone

not similarly interested in shopping accompanied them.
Shopping may occur in just about any venue, ranging from
high fashion department stores and boutiques to consign-
ment shops or garage sales. Income has relatively little to do
with the existence of CBD: persons with a low income can
still be fully preoccupied by shopping and spending, al-
though their level of income will lead them to shop at a con-
signment shop rather than a department store. 

Typical items purchased by persons with CBD include
(in descending order) clothing, shoes, compact discs, jew-
elry, cosmetics, and household items (11,12,32). Individu-
ally, the items purchased by compulsive shoppers tend not
to be particularly expensive, but the author has observed
that many compulsive shoppers buy in quantity resulting in
out of control spending. Anecdotally, patients often report
buying a product based on its attractiveness or because it
was a bargain. In the study by Christenson et al (11), com-
pulsive shoppers reported spending an average of $110 dur-
ing a typical shopping episode compared with $92 reported
in the study by Schlosser et al (12).

Although research has not identified gender specific buy-
ing patterns, in the author’s experience men tend to have a
greater interest than women in electronic, automotive, or
hardware goods. Like women, they are also interested in
clothing, shoes, and compact discs. 

Subjects generally are willing to acknowledge that CBD
is problematic. Schlosser et al (10) reported that 85% of
their subjects expressed concern with their CBD-related
debts, and that 74% felt out of control while shopping. In
the study by Miltenberger et al (32), 68% of persons with
CBD reported that it negatively affected their relationships.
Christenson et al (11) reported that nearly all of their sub-
jects (92%) tried to resist their urges to buy, but were rarely
successful. The subjects indicated that 74% of the time they
experienced an urge to buy, the urge resulted in a purchase.

CBD tends to occur year round, although it may be more
problematic during the Christmas or other important holi-
days, and around the birthdays of family members and
friends (12). Schlosser et al (12) found that subjects report-
ed a range of behaviors regarding the outcome of a purchase,
including returning the item, failing to remove the item from
the packaging, selling the item, or even giving it away. 

In a study of 44 subjects with CBD, Black et al (33) re-
ported that greater severity was associated with lower gross
income, less likelihood of having an income above the me-
dian, and spending a lower percentage of income on sale
items. Subjects with more severe CBD were also more like-
ly to have comorbid Axis I or Axis II disorders. These data
suggest that the most severe forms of CBD are found in per-
sons with low incomes who have little ability to control or
to delay their urge to make impulsive purchases.

PSYCHIATRIC COMORBIDITY

Persons with CBD frequently meet criteria for Axis I dis-
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orders, particularly mood disorders (21-100%) (27,34),
anxiety disorders (41-80%) (10,12), substance use disorders
(21-46%) (11,29), and eating disorders (8-35%) (10,27).
Disorders of impulse control are also relatively common in
these individuals (21-40%) (10,11).

Schlosser et al (12) found that nearly 60% of subjects with
CBD met criteria for at least one Axis II disorder. While there
was no special “shopping” personality, the most frequently
identified personality disorders were the obsessive-compul-
sive (22%), avoidant (15%), and borderline (15%) types.
Krueger (7), a psychoanalyst, described four patients who he
observed to have aspects of narcissistic character pathology. 

ETIOLOGY

The etiology of CBD is unknown, though speculation
has settled on developmental, neurobiological, and cultur-
al influences. Psychoanalysts (7-9) have suggested that ear-
ly life events, such as sexual abuse, are causative factors.
Yet, no special or unique family constellation or pattern of
early life events has been identified in persons with CBD. 

Neurobiological theories have centered on disturbed
neurotransmission, particularly involving the serotonergic,
dopaminergic, or opioid systems. Selective serotonin reup-
take inhibitors (SSRIs) have been used to treat CBD (27,34-
38), in part because investigators have noted similarities be-
tween CBD and obsessive-compulsive disorder, a disorder
known to respond to SSRIs. Dopamine has been theorized
to play a role in “reward dependence”, which has been
claimed to foster “behavioral addictions” (e.g., CBD, patho-
logical gambling) (39). Case reports suggesting benefit from
the opiate antagonist naltrexone have led to speculation
about the role of opiate receptors (40,41). There is current-
ly no direct evidence to support the role of these neuro-
transmitter systems in the etiology of CBD. 

Cultural mechanisms have been proposed to recognize the
fact that CBD occurs mainly in developed countries (42). El-
ements which appear necessary for the development of CBD
include the presence of a market-based economy, the avail-
ability of a wide variety of goods, disposable income, and sig-
nificant leisure time. For these reasons, CBD is unlikely to oc-
cur in poorly developed countries, except among the wealthy
elite (Imelda Marcos and her many shoes come to mind).

ASSESSMENT

The goal of assessment is to identify CBD through in-
quiries regarding the person’s attitudes and behaviors to-
wards shopping and spending (43). Inquiries might include:
“Do you feel overly preoccupied with shopping and spend-
ing?”; “Do you ever feel that your shopping behavior is ex-
cessive, inappropriate or uncontrolled?”; “Have your shop-
ping desires, urges, fantasies, or behaviors ever been overly
time consuming, caused you to feel upset or guilty, or lead

to serious problems in your life such as financial or legal
problems or the loss of a relationship?”. 

Clinicians should note past psychiatric treatment, includ-
ing medications, hospitalizations, and psychotherapy. A his-
tory of physical illness, surgical procedures, drug allergies, or
medical treatment is important to note, because it may help
rule out medical explanations as a cause of the CBD (e.g.,
neurological disorders, brain tumors). Bipolar disorder needs
to be ruled out as a cause of the excessive shopping and
spending. Typically, the manic patient’s unrestrained spend-
ing corresponds to manic episodes, and is accompanied by
euphoric mood, grandiosity, unrealistic plans, and often a
giddy, expansive affect. The pattern of shopping and spend-
ing in the person with CBD lacks the periodicity seen with
bipolar patients, and suggests an ongoing preoccupation.

Normal buying behavior should also be ruled out. In the
US and other developed countries, shopping is a major pas-
time, particularly for women, and frequent shopping does
not necessarily constitute evidence in support of a diagno-
sis of CBD. Normal buying can sometimes take on a com-
pulsive quality, particularly around special holidays or
birthdays. Persons who receive an inheritance or win a lot-
tery may experience shopping sprees as well.

Several instruments have been developed to either identi-
fy CBD or rate its severity. The CBS (23), already mentioned,
consists of seven items representing specific behaviors, moti-
vations, and feelings associated with compulsive buying, and
reliably distinguishes normal buyers from those with CBD.
Edwards (44) has developed a useful 13-item scale that as-
sesses important experiences and feelings about shopping
and spending. Monahan et al (45) modified the Yale Brown
Obsessive-Compulsive Scale to create the YBOCS-Shopping
Version (YBOCS-SV) to assess cognitions and behaviors as-
sociated with CBD. This 10-item scale rates time involved, in-
terference, distress, resistance, and degree of control for both
cognitions and behaviors. The instrument is designed to
measure severity of CBD, and change during clinical trials.

TREATMENT

There are no evidence-based treatments for CBD. In re-
cent years, treatment studies of CBD have focused on the
use of psychotropic medication (mainly antidepressants)
and cognitive-behavioral therapy (CBT). 

Interest in CBT has largely replaced earlier interest in
psychodynamic therapies. Several competing CBT models
have been developed, the most successful involving the use
of group treatment (46-49). The first use of group therapy
was described by Damon (46). Subsequent group models
were developed by Burgard and Mitchell (47), Villarino et
al (48), and more recently by Benson and Gengler (49).
Mitchell et al (50) reported that their group CBT model pro-
duced significant improvement compared to a wait list in a
12-week pilot study; improvement was maintained during a
6-months follow-up. Benson (51) has recently developed a
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comprehensive self-help program which combines cogni-
tive-behavioral strategies with self-monitoring. A detailed
workbook, a shopping diary, and a CD-ROM are included.

Several self-help books (bibliotherapy) are available (52-
54), and may be helpful to some persons with CBD. Debtors
Anonymous, patterned after Alcoholics Anonymous, is a
voluntary, lay-run group that provides an atmosphere of
mutual support and encouragement for those with substan-
tial debts. Simplicity circles are available in some US cities;
these voluntary groups encourage people to adopt a simple
lifestyle, and to abandon their CBD (55). Many subjects
with CBD develop substantial financial problems, and may
benefit from financial counseling (56). The author has seen
cases in which a financial conservator has been appointed
to control the patient’s finances, and appears to have
helped. While a conservator controls the person’s spending,
this approach does not reverse his or her preoccupation
with shopping and spending. Marriage (or couples) coun-
seling may be helpful, particularly when CBD in one mem-
ber of the dyad has disrupted the relationship (57).

Psychopharmacologic treatment studies have yielded
mixed results. An early case series suggested that antide-
pressants could curb CBD (58), and an early open-label tri-
al using fluvoxamine showed benefit (34). Yet, two subse-
quent randomized controlled trials found that fluvoxamine
did no better than placebo (35,36). In another open-label
trial (28), citalopram produced substantial improvement. In
this particular study, responders to open-label citalopram
were then enrolled in a nine-week randomized placebo
controlled trial (38). Compulsive shopping symptoms re-
turned in five of eight subjects assigned to placebo com-
pared with none of the seven who continued taking citalo-
pram. By comparison, escitalopram showed little effect for
CBD in an identically designed discontinuation trial by the
same investigators (39). Grant (40) and Kim (41) have de-
scribed cases in which persons with CBD improved with
naltrexone, suggesting that opiate antagonists might play a
role in the treatment of CBD. Interpretation of treatment
studies is complicated by the high placebo response rate as-
sociated with CBD (ranging to 64%) (35). 

The author has developed a set of recommendations
(59). First, pharmacologic treatment trials provide little
guidance, and patients should be informed that they cannot
rely on medication. Further, patients should: a) admit that
they have CBD; b) get rid of credit cards and checkbooks,
because they are easy sources of funds that fuel the disor-
der; c) shop with a friend or relative; the presence of a per-
son without CBD will help curb the tendency to overspend;
and d) find meaningful ways to spend one’s leisure time oth-
er than shopping.
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The proliferating connections bet-
ween physicians and the pharmaceutical
industry have brought the credibility
of clinical medicine to an unprecedent-
ed crisis (1). The public seems to be in-
creasingly skeptical of clinical medicine,
since corporate actions that have placed
profit over public health have become
regular news in the media (2). Medical
journals have been defined by a former
editor as “an extension of the marketing
arm of pharmaceutical companies” (3).
The dangers of medicine’s complicity
with big business have been disclosed to
the lay public in several books (4-7). In
one of these books, John Abramson ad-
mirably unveils how propaganda has
substituted research evidence in the
medical field (7).

More and more voices from academ-
ic medicine are questioning the rela-
tionship between the pharmaceutical
industry and the physicians (8). Con-
flicts of interest have thus become a ma-
jor issue of concern in medicine, in-
cluding psychiatry, and are getting more
and more important for medical jour-
nals (9). They undermine the credibility
of papers which are submitted, their re-
view process, and even the editorial de-
cisions about acceptance or rejection.

The notion of conflict of interest is
widely used but may entail different
meanings. Margolis (10) distinguishes
between conflicting interests and con-
flicts of interest. The former occur in any
situation where competing considera-

tions are presumed to be legitimate.
Conflicts of interest, on the other hand,
are characterized by individual occupy-
ing dual roles which should not be per-
formed simultaneously. Because of the
potential for abuse, performing both
roles at the same time is considered to be
inappropriate. Which roles? For instance,
being a researcher and holding a finan-
cial interest in an area related to the re-
search one is involved in. Table 1 lists
the main sources of conflicts of interest.

I will describe some of the insights
that research on conflicts of interest has
generated in medicine and psychiatry,
and some strategies which may coun-
teract this phenomenon.

CONFLICTS OF INTEREST
IN MEDICINE

In the past decade there has been a

The issue of conflicts of interest has brought clinical medicine to an unprecedented crisis of credibility. The situation of psychiatry does
not appear to be different from other areas of medicine. The problems caused by the increasing financial ties between the pharmaceutical
industry and researchers and clinicians can be addressed only by a complex effort encompassing both the establishment of lines of sup-
port of independent researchers who are free of substantial conflicts of interest and better disclosure policies and conduct regulations as
to financial ties. Such effort requires a bold shift from current, largely inadequate strategies. In the long run it may entail, however, sub-
stantial advantages to patients, clinicians, researchers, the health industry and the civil society at large. Psychiatry, in view of its hu-
manistic and social roots, may lead this effort.

Key words: Conflicts of interest, disclosure, psychotropic drugs, practice guidelines, psychiatry

(World Psychiatry 2007;6:19-24)

considerable amount of research, most-
ly in the US, on the issue of conflicts of
interest in medicine. This research has
yielded important insights into the di-
mensions and importance of the phe-
nomenon. Special attention will be giv-
en to the psychiatric field.

Prevalence is very high

The first idea of the prevalence of sit-
uations of conflict of interest in scientif-
ic research came from a landmark study
which appeared in the 1990s. Krimsky
et al (11) analyzed 789 articles written
by authors from Massachusetts universi-
ties publishing in leading scientific jour-
nals in 1992. In one out of three cases,
at least one author had a vested interest
in research. Krimsky et al (11) took a
very conservative stand as to what con-
stitutes a financial conflict of interest:
owing a patent directly related to the
published work; being a major stock-
holder or executive in a company with
commercial interests tied to the re-
search, or serving on the board of direc-
tors of such a company. The percentage
of cases of conflict of interest would
have greatly increased if consultancies
and honoraria had been taken into ac-
count. The study clearly showed the ex-
tent of corporate presence in scientific
publishing. These results, however, were
systematically downplayed by the scien-
tific community, as exemplified by the
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Table 1 Main sources of conflicts of interest
in medicine

Being a clinician/researcher and:
- an employee of a private firm
- a stockholder
- a member of a company board of directors
- a regular consultant of a private firm
- an occasional consultant of a private firm
- an official speaker of a private firm
- an occasional speaker of a private firm
- getting refunds from a private firm
- recipient of honoraria
- a clinical investigator in a sponsored trial
- recipient of research support from a private firm
- owing a patent
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response of Nature to them (11).
The same group of researchers ad-

dressed the issue of the financial ties
with the pharmaceutical industry of the
170 DSM-IV panel members. Ninty-
five (56%) had one or more associations
with companies (12). The percentage
reached 100% among members of the
panels on mood disorders and schizo-
phrenia and was above 80% among
members of the panels on anxiety and
eating disorders (12).

It has been reported (8) that one of
ten US physicians is currently engag-
ed in a formal consultancy with invest-
ment industry. We should expect this
proportion to be much higher in clini-
cal research, including psychiatry, even
though there may be differences from
one field to another.

Disclosure is seldom performed

Disclosure has emerged as a first and
essential step for dealing with conflict of
interest contamination in science. But,
despite journals’ policies, it is seldom
performed (in less than 1% of medical
articles according to a study by Krimsky
(13)). Such disclosure often takes place
in the media, instead of coming from the
authors or scientific community. For in-
stance, Zalewski (14) illustrates an im-
pressive list of examples where the prob-
lem of conflict of interest was associated
with important scientific and clinical is-
sues. At times, conflicts of interest may
undermine the credibility of scientific
data, such as in the scandal over a study
on a heart attack medication (tissue
plasminogen activator, TPA) published
in the JAMA, when a reporter from
Newsday revealed that at least 13 re-
searchers were long-term stockholders
of the company manufacturing the drug.

Such scandals have also involved
psychiatric researchers (4). A very re-
cent one about an article on vagus nerve
stimulation has led to the resignation of
the lead author from the editorship of
an important journal (15). It is worth
mentioning that this scandal was not
triggered by an investigative reporter,
but by a member of the society which
was linked to the journal.

It must be noted that, while disclosure
has become standard practice in North
American meetings and journals, it has
not achieved wide currency in Europe.

Scientific societies may be beholden
to the drug industry

Glassman et al (16) investigated
whether revenues generated from phar-
maceutical advertisements in medical
journals create potential conflicts of in-
terest for nonprofit physician organiza-
tions that own those journals. They
found that financial conflicts of interest
were substantial, and some prestigious
medical organizations, such as those
underlying the JAMA and the New
England Journal of Medicine, could
be viewed as beholden to the drug in-
dustry. In an accompanying editorial,
Lexchin (17) reported on the growing
concern about the relationship be-
tween the World Health Organization
(WHO) and the pharmaceutical indus-
try. The WHO issued a set of guidelines
for the diagnosis and management of
essential hypertension in conjunction
with the International Society of Hy-
pertension. A letter signed by close to
900 physicians and scientists pointed
out that the guidelines ignored ground
rules of clinical assessment and placed
an excessive weight on trials funded by
the pharmaceutical companies. This
casts serious doubts on the WHO,
which has been accepting temporary
substitutes of personnel from the phar-
maceutical industry. As has been point-
ed out concerning the diagnosis of de-
pression and the use of antidepressant
drugs, the game is clear: to get as close
as possible to universal consumption of
a drug, either by stretching its indica-
tions (e.g., to include demoralization)
or by encouraging its preventive use
(18). Scientific societies may control
medical journals and affect editorial
policies and the selection of papers.
Further, financial ties may also affect
the scientific meetings of those soci-
eties. This is something anyone walk-
ing in a major society meeting may eas-
ily perceive.

Authors of clinical practice guidelines
are often linked to the pharmaceutical
industry

Choudhry et al (19) examined au-
thors of clinical practice guidelines
endorsed by North American and Eu-
ropean societies on common adult
diseases. Eighty-seven percent of au-
thors had some form of interaction
with the pharmaceutical industry (58%
had received financial support to per-
form research and 38% had served as
employees or consultants for a phar-
maceutical company). In published
versions of the 44 clinical practice
guidelines, specific declarations re-
garding the personal financial interac-
tions of individual authors with the
pharmaceutical industry were made in
only two cases (19).

Attending drug sponsored scientific
events is associated with an increased
prescription of the sponsor’s
medication

A review (20) has outlined how at-
tending sponsored continuing med-
ical education (CME) events and ac-
cepting funding for travel or lodging
for educational symposia were associ-
ated with an increased prescription
rate of the sponsor’s medication. At-
tending presentations given by phar-
maceutical representative speakers was
also associated with nonrational pre-
scribing. Wilkes (21) commented on
the consequences of the interactions:
“Physicians take gifts form drug com-
panies and then spend patients’ mon-
ey to help make the same pharmaceu-
tical industry the most profitable in
the world. They recruit ‘research’ sub-
jects without advising them of the
personal financial gain that accrues to
them…. All these behaviors are di-
rectly opposed to what patients and
society expect from us in return for
the privileges that have been be-
stowed”. And, as the subtitle of the
editorial indicates, when trust goes,
so does the healing power of physi-
cians.
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Studies sponsored by pharmaceutical
companies are more likely to have
outcomes favorable to the sponsor

It has been repeatedly reported that
studies sponsored by pharmaceutical
companies are more likely to have out-
comes favorable to the sponsor (22-25).
Industry sponsorship also results in re-
strictions on publication and data shar-
ing (23) and in selective reporting (26).
Perlis et al (25) examined funding sour-
ces and authors’ financial conflicts of in-
terest in clinical trials published in four
leading American journals concerned
with psychiatry. Sixty percent were fund-
ed by a pharmaceutical industry, and
conflict of interest was associated with a
greater likelihood of reporting a drug to
be superior to placebo. Further, Melan-
der et al (26) analyzed controlled studies
of selective serotonin reuptake inhibitors
and found that sponsored studies with
favorable results were more often pub-
lished than negative studies. A very good
example of this selective publication is
given by the scandal following the find-
ing that a major pharmaceutical compa-
ny allegedly withheld from the medical
community clinical trial findings which
indicated that a widely used antidepres-
sant had no beneficial effect in treating
adolescents (27). This casts serious
doubts on the representativeness of the
drug trials which are included in meta-
analyses (28). Further, even systematic
reviews require careful critical appraisal
(29,30). Conflicts of interest may affect
this appraisal. Evidence-based medicine
may thus be a deceptive instrument of
propaganda. 

Heres at al (31) analyzed the sources
of bias which may limit the validity of
head-to-head comparison studies of
second-generation antipsychotics, such
as equivalent dosages, study entry crite-
ria, statistical analysis, reporting of re-
sults and wording of findings.

Often researchers do not own
their data

Mello et al (32) explored the legal
agreements that exist between industry
sponsors and academic investigators.

In 80% of institutions the sponsor may
own the data and in 50% the sponsor
may write up the results for publication.
There have been many instances in the
media about the struggles between clin-
ical researchers and pharmaceutical
companies as to the publication and
analysis of data (14). In most of the in-
stances investigators have been quite
alone in their battles. In sponsored sci-
entific presentations at meetings, it is a
quite common practice that the slides of
speakers are reviewed and approved by
the sponsor.

Independent investigators are a threat
to special interest groups

There have been growing concerns
about the independence of academic
psychiatry (33). We are often led to be-
lieve that virtually all clinical investiga-
tors should have some ties with the
pharmaceutical industry, even though
this is not true (8). We are also led to be-
lieve that the advertising section of a
major medical journal has nothing to
do with the editorial section. There is
evidence to call such view in question
(34). Apparently, it is also possible to
buy editorials (35).

When the percentage of investigators
with conflicts of interest reaches 100%
(as in DSM panels), this means that
there is systematic exclusion of inde-
pendent investigators. They may repre-
sent a threat to special interest groups,
self-selecting academic oligarchies who
are the gatekeepers of corporate interest
in scientific information (36). Several
examples are available to indicate the
degree of retaliation that may be pro-
vided to outliers (36).

WHAT CAN WE DO?

So far, the problem of conflicts of in-
terest in medicine has been conceptual-
ized in naïve terms. The scenario is pic-
tured as the corporate industry (bad
guys) exerting more and more pressure
on physicians (helpless victims), with
the medical journals (good guys) at-
tempting to protect both the physicians

and their patients. The inadequacy of
this scenario is reflected by the pathetic
outcomes of the efforts to limit the phe-
nomenon. For instance, the JAMA rules
for reporting industry-sponsored stud-
ies require that at least one author, who
should not be a firm employee, takes
full responsibility for the integrity of the
data and that an independent biostatis-
tician should perform or confirm data
analysis (37). Does an academic re-
searcher loaded with conflict of interest
provide more trust than a firm employ-
ee? I believe the contrary is true. Simi-
larly, registration of trials and tougher
standard for disclosure are certainly
welcome (38), but comprehensive dis-
closure could not restore public trust as
wished.

A crucial problem lies in the lack of a
definition of substantial conflict of inter-
est. Are eating a pizza at a drug-spon-
sored lunch and being a regular consult-
ant to a firm the same thing? Table 2 out-
lines some tentative criteria which are
based on Krimsky et al’s work (11). The
first two situations shown in the Table 2
involve the concept of continuity of a re-
lationship with a private firm. Indeed,
occasional consultancies, grants for per-
forming an investigation, or receiving
honoraria or refunds in specific occa-
sions would not be a source of substan-
tial conflict of interest. The latter two sit-
uations depicted in the Table 2 indicate
major financial sources of bias.

Another issue is that the problem of
conflicts of interest has been viewed so
far mainly in negative terms: how to
limit corporate influence in medical re-
search. There has been little or no em-
phasis on the fact that the scientific
community is draining itself of a reser-
voir of disinterested experts who can be
called upon to advise government poli-

Table 2 Criteria for the presence of substan-
tial conflict of interest of a researcher

The researcher meets at least one of the following:
- Being an employee of a private firm
- Being a regular consultant or in the board of direc-

tors of a firm
- Being a stockholder of a firm related to the field of

research
- Owing a patent directly related to the published

work
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Table 3 Lines of support to independent researchers who are free of substantial conflicts
of interest

- Priority for obtaining grants from public agencies supported by taxpayer money
- Priority for scientific societies and medical journals editorship positions
- Adequate visibility in scientific societies meetings programs
- Inclusion only of researchers with no substantial conflict of interest in clinical practice guidelines groups
- Conflict-free investigations and reviews should be emphasized in training and continuing medical education

and should have priority in medical journals

Table 4 Steps to addressing financial conflicts of interest in medical research

- Disclosure should become the rule in all scientific meetings and journals
- Each scientific organization should have a conflict of interest advisory committee
- Individual members of societies and readers of medical journals should express their dissent from presenta-

tions and articles biased by conflict of interest
- Specific policies for integrity in science by professional societies, universities, granting agencies, pharmaceu-

tical companies
- Independent review bodies (within each field) for examining the issues concerning conflicts of interest
- Educational plans for recognizing conflicts of interest
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cy makers and physicians on the safety
and efficacy of treatments, on the haz-
ard of chemicals and on the safety of
technology (4). Do we believe that re-
searchers who opted for not having any
form of conflict of interest and, by do-
ing this, gave up financial gains, are of
special value? Or do we believe that
their opinion is in no way different from
that of researchers with substantial con-
flicts of interest and that they are simply
a pathetic remnant of the past century?
Is the pharmaceutical industry interest-
ed in researchers who may cooperate
with marketing, as most of the academ-
ic physicians who are involved with
them now do, or are they interested in
independent and critical minds? Not
surprisingly, innovative and ground-
breaking development of new drugs by
the pharmaceutical industry has been
extremely disappointing in the past few
years (5).

Yet, the experts who are free of con-
flicts of interest may find increasing dif-
ficulties in obtaining appropriate visi-
bility at meetings and in journals and in
getting support for their research. It is
not that disinterested experts are ex-
tinct: it is that they are marginalized by
the gatekeepers of corporate interest
within public institutions, scientific so-
cieties and medical journals.

As a result, if we believe in the value
of independent research and researchers
and in the need of preserving and pro-
moting this independence, we should
endorse the steps which are outlined in
Table 3. If a grant agency committee, or
a medical journal, or a scientific meeting
committee does not include experts with
no substantial conflicts of interest, and
particularly those who have none, it
does not deserve credibility.

For certain positions (e.g., editor-in-
chief of a medical journal), the situation
should be evaluated on an individual
basis. For instance, tie to a single firm,
contrary to what is often assumed, al-
lows an easy monitoring of an editor’s
job (he or she can be excluded from as-
sessing papers dealing with products of
that firm), whereas multiple forms of
conflict of interest make this control im-
possible. At times advertising depart-
ments appear to influence editorial de-

cisions in journals which advertise drugs
or devices (39). Such influence may be
particularly strong if the editor is vul-
nerable because of his/her conflict of
interest.

Information overload is the key vehi-
cle of pharmaceutical propaganda (40).
A psychiatrist may be overwhelmed by
scientific articles, often of redundant
nature. He or she may become aware of
certain articles because of firms point-
ing to those, or because they appear in
very well-known and distributed jour-
nals. Yet this may be very misleading.
Conflict-free articles (particularly re-
view papers) and purely subscription-
based journals should become the focus
of attention of clinicians who have be-
come educated to the issue of conflicts
of interest (40).

Only in this context, interventions
aimed to getting a better control of con-
flicts of interest may become successful
(Table 4). While disclosure has become
standard practice in North American
meetings and journals, it is still poorly
practiced in Europe. It should be em-
phasized that in psychiatry conflicts of
interest may arise not only when there
are ties with the pharmaceutical indus-
try, but also when the researchers, for
instance, are involved in private schools
for training in psychotherapy. Disclo-
sure is the minimal requirement for sci-
entific credibility. It should have a spe-
cific time frame (e.g., 3 years). When an
endless list of financial ties is provided,

it should be clear that it becomes virtu-
ally meaningless, unless the potential
implications of such ties are described
in a note.

Each scientific organization should
have a conflict of interest advisory com-
mittee that represents different seg-
ments of the organization and that
should be a referral point to individual
members identifying possible conflicts
of interest (41). Scientific organizations
may also request disengagement from
corporations that abuse public trust
(e.g., false advertising, regulatory fines)
and do not allow publication of scien-
tific results (42). Individual members of
a society can also decline participation
in specific meetings or society events
(43), or refuse to pay the dues of the so-
ciety, or write to the journal which was
involved in a specific case of conflict of
interest (and the letter should be pub-
lished, whereas this is seldom done
with the excuse of lack of space or by
not having a dangerous letter section).
Members attending a meeting of their
association should be able to rate the
quality and the influence of the phar-
maceutical industry with appropriate
evaluation forms and to manifest their
dissent (electronic mail is a powerful in-
strument for it).

The development of specific policies
for integrity of agencies and pharmaceu-
tical industries is also important. The
American College of Cardiology Foun-
dation and the American Heart Associ-
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ation’s report on professionalism and
ethics (44) may inspire psychiatric asso-
ciations to take similar steps.

The creation of independent review
bodies (within each field) for examin-
ing the issues concerning conflicts of
interest would be another important
step. Such bodies might provide peer
support to struggling authors or edi-
tors, well beyond the generic, if not
ridiculous, encouragement to register
unpublished research (45). Further,
these bodies may become an impor-
tant reference to consumers’ associa-
tions, which so far have not fully real-
ized the importance of addressing the
issue of conflicts of interest. A notable
exception is represented by the brave
battle of a British consumers’ associa-
tion for the recognition of withdrawal
reactions following use of benzodi-
azepines (46) and second-generation
antidepressants (47). We should real-
ize that public research money is often
invested for the benefit of special in-
terest groups instead of addressing key
public health issues.

Finally, professional training pro-
grams (e.g., medical school, residency
training, etc.) should teach individuals
to recognize conflict of interest situa-
tions (41) and increase awareness of bi-
ased interpretations of research results
(28).

CONCLUSIONS

The problem of conflicts of interest
in psychiatry does not appear to be
different from other fields of clinical
medicine. It can be addressed only by
a complex effort on different levels,
which cannot be postponed any longer.
In fact, either clinical researchers be-
come salespeople (and the main aim of
many scientific meetings today is ap-
parently to sell the participant to the
sponsor) or they must set out boldly to
protect the community from unneces-
sary risks (36). By choosing the latter
course, they should be aware that they
will also be defending their own intel-
lectual freedom (48). Psychiatry, in view
of its humanistic and social roots, may
lead this effort.
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Conflicting
interests
and doing right

COMMENTARIES

GUY GOODWIN
University Department of Psychiatry, Warneford Hos-

pital, Oxford OX3 7JX, UK

Although Giovanni Fava’s title is “Fi-
nancial conflicts of interest in psychia-
try”, the definition he gives is a more
general one, which I like: “conflicts of
interest… are characterized by individ-
ual occupying dual roles which should
not be performed simultaneously”. And
he asks which roles these are. In an-
swer, he focuses exclusively upon all
those that academics may play for phar-
maceutical companies. He could have
added roles with a voluntary organiza-
tion, a charity, a law firm, a department
of government, an investment company
or any other formally constituted body
with interests in the field of psychiatry.
But it is part of the current Zeitgeist that
pharmaceutical companies are particu-
larly demonized (1). 

Is there a current problem? Unfor-
tunately, I must accept that there is.
Do some individuals in academia abuse
their position in exchange for fees
from companies, for example, by put-
ting their names on articles they have
scarcely read, let alone written? I am
sure some do and it is wrong. Is the in-
fluence of industry on medical pre-
scribing excessive? Yes. At present we
have far more spent on continuing
medical education by companies than
by anyone else. But that also repre-
sents a failure of healthcare systems
funded by governments. Are some
roles incompatible one with another?
Obviously so: one cannot personally
buy and sell shares in a specific com-
pany and claim not to have an interest
in its success; advising regulatory bod-
ies is an activity that largely precludes
working with industry. But the major-
ity of research academics do not, or
certainly need not occupy roles that
are incompatible with involvement
with industry, and many that are most

critical of such contact may have
problems of an analogous kind, that
they do not have to declare. 

To understand why I say this, let us
explore a more general definition of
conflict of interest – in other words the
positions, allegiances or interests that
shape the people we are and the deci-
sions that we reach. Some of the most
compromising allegiances may be less
quantifiable than the fees received from
a pharmaceutical company. 

Such issues provide part of the rea-
son this debate seems to have become
so vitriolic in psychiatry. I believe it
taps into a more profound disagree-
ment about the status of drug treat-
ment per se, for what we still call in
English “mental disorder”. I do not
know Giovanni Fava personally, but,
from reading his published papers, I
would not be surprised if he believes,
as I know many social psychiatrists
do, that drugs ultimately do not work,
or anyway do not work very well, and
that psychotherapy or social interven-
tions are superior, or anyway prefera-
ble. This is often associated in my ex-
perience with a high-minded view that
social factors cause or exacerbate men-
tal illness and that ultimate solutions
lie in a better society, rather than bet-
ter medicines. My own position is
more or less the opposite of this: I see
medicines as holding a primary role
for significantly improving the chances
that an individual patient may recover
from severe psychiatric disorder. I ac-
cept the value of pragmatic psycho-
therapies, but, while drug-placebo dif-
ferences seem to be magnified by ill-
ness severity, psychotherapies tend to
look less effective as illness severity in-
creases. Finally, I am pessimistic about
social solutions to personal problems.
If I have asthma, I want an inhaler: I can
complain about the air quality later. 

There is a more explicitly political ar-
gument, which is also close to the sur-
face in the current controversy. Is the
making of money on the back of drug
development and sales somehow im-
moral? It is part of a more general polit-
ical critique of capitalism, whereof Win-
ston Churchill once remarked: “The in-
herent vice of capitalism is the unequal

sharing of blessings; the inherent virtue
of socialism is the equal sharing of mis-
eries”. Those of us who want to see an
improvement in the efficacy, tolerability
and use of medicines are bound to ac-
cept the capitalism of pharmaceutical
companies. Innovation may start in ac-
ademia, but it can only be delivered by
companies. Along with that come mar-
keting, consultancy, and hype, and the
countervailing forces of government
regulation, attention seeking whistle
blowers, newspaper-puffed scandals, etc.
It is untidy, but it is how a free society
works. In my opinion, my patients have
benefited directly and significantly
from the new medicines licensed in the
last 20 years. And there is no doubt, ei-
ther, that the first generation drugs
were a major breakthrough at the be-
ginning of the psychopharmacological
era. They were also no doubt a major
source of profit to the companies that
made them. However, drug companies
are for the most part public compa-
nies. In other words, we may all bene-
fit through the employment they cre-
ate, the taxes they pay and the pension
funds that invest in them. Further,
they spend much more on medical re-
search than any other sector of the
economy. 

Can we improve the current state of
affairs? I agree with Giovanni Fava that
the USA is ahead of Europe in relation
to policies of disclosure, and that trans-
parency is a minimum essential safe-
guard. Journal editors need to be vigi-
lant, and learned societies need to de-
cide what the ethos of their meetings is
to be and get the balance right: the at-
mosphere in some is embarrassingly
commercial. But to seek to sterilize ac-
ademic activity from the pharmaceuti-
cal industry is to deny a key link be-
tween academic innovation and actual
delivery of a product to the consumer.
There has to be a relationship if we want
any more new compounds. And it is a
real further concern that, if we protest
too much, psychiatry may come to seem
not worth the bother. 

Finally, while I applaud Giovanni
Fava’s focus on individual responsibil-
ity, I am not convinced that a narrow
obsession with what he refers to as un-
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necessary risks offers clinical research
any kind of intellectual freedom at all.
Intellectual freedom comes from a
training that instils independence of
mind, a sceptical approach to evi-
dence and a taste for the truth. These
are classical virtues. I see nothing that
should prevent their display in one’s
relationship with pharmaceutical
companies.

Disclosure
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from P1Vital, Sanofi-Aventis, Servier,
Baily Thomas Charitable Fund, Econo-
mic and Social Research Council and
Medical Research Council, and in the last
year has acted as advisor to Bristol-Myers
Squibb, P1Vital, Roche, Sanofi-Aventis,
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ria for chairing or speaking from As-
traZeneca, Bristol-Myers Squibb, Lilly,
Eisai, Lundbeck, Sanofi-Aventis and
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One flew over the conflict
of interest nest
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Giovanni Fava has given us an excel-
lent analysis of the development of cri-
sis about commercial conflicts of inter-
est in psychiatry. But there are some
grounds to think the entire subject is
something of a red herring, or that Fa-
va’s position is itself industry-friendly. 

If we view the issues from the frame
of the past 400 years, and consider
where science has come from, then it is
clear that a key triumph of the new
branch of knowledge lay not just in
any of the so often celebrated break-
throughs in physics, chemistry or biolo-
gy, but rather in the fact that society had
found a means to move knowledge for-
ward that overcame the issue of con-
flicting interests. If they adhered to the
scientific method, then the fact that sci-
entists might be Catholic, Protestant,
Hindu, Muslim, Jew or atheist was ir-
relevant. 

Aside from these powerful social
prejudices, several studies of the scien-
tific process suggest that individual sci-
entists are all but insane. Many of our
most famous scientists can be seen to
have pursued their goals obsessively
and with a conviction that must have
appeared to many contemporaries as
close to delusional.

But the scientific method, which in-
volved a new emphasis on observable
and replicable data, has provided us

with a way to overcome both social
prejudice and individual idiosyncrasy
(1). The success of science lies in the
fact of its being a communal and em-
pirical process rather than a process
whose success depends on the motives
of individual practitioners. It is against
this background that Nature and other
journals cited by Giovanni Fava have
been slow to respond to the new pro-
posals for statements of conflicts of in-
terest. Why would scientists in general
expect relatively small amounts of mon-
ey given to a few individuals to undo a
system that has tamed far more power-
ful inner demons than this?  

Reframed in this way, the fact that
there is an undoubted crisis at present
suggests that focussing on conflicting in-
terests as the origin of this crisis may be
mistaken. Another option is that the ap-
parent studies and related reviews that
are at the centre of this crisis are in fact
not scientific – they are a cuckoo’s egg in
the nest of science. And indeed a key
feature of the clinical trial reports and re-
view articles that Fava makes reference
to is that they do not conform to the cen-
tral tenet of science which is to engage
with issues that are replicable and/or to
make the data publicly available. 

The current problem for any aspect
of medical science involving therapeu-
tics with agents that are on patent is that
a significant proportion of trials now re-
main unpublished and those that are
published are often ghostwritten and
bear an ambiguous relationship with

the underlying data (2). Company post-
ings of trials on the internet do little to
mitigate this problem. The difficulties
are best symbolised by the case of the
pediatric trials of selective serotonin re-
uptake inhibitors, where we have the
greatest known divide in medicine be-
tween the raw data on an issue on the
one side and the published accounts
purporting to represent those data on
the other. The data can now be seen to
indicate that the drugs do not convinc-
ingly work and are hazardous, but prior
to the release of the data the scientific
literature universally portrayed these
agents as safe and effective (3). This di-
vide, it is important to note, only came
to light as a result of the efforts of jour-
nalists and lawyers. It came to light not
because they chased the question of
conflicting interests but because it
seemed obvious to lay people that the
data did not add up. To our shame, no
clinician or scientist had a hand in
questioning the validity of the “sci-
ence”. What lessons can be drawn from
this situation? 

If companies want to market their
product under the banner of science,
they can be required to conform to the
norms of science. This will require jour-
nal editors and academic meeting organ-
izers to refuse publication to articles or
presentations on data not freely accessi-
ble. Taking a stand like this will chal-
lenge the conflicts of journal editors and
meeting organizers, but this rather than
conflict of interest declarations from in-
dividual academic authors or speakers is
much more likely to have teeth. 

Ghost writers are in fact much more
likely to insert conflict of interest dec-
larations into articles or lecture slides
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in a manner that conforms to journal
or meeting protocols than are aca-
demics. If I were employed in a com-
pany marketing department I would
much prefer to have the field think
that all that is wrong is that a few cor-
rupt academics fail to declare compet-
ing interests than to have the field
think that company practices that re-
strict access to data while still claim-
ing the moral high ground of science
are the real source of the problem.
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There was a time when psychiatry
was largely influenced by the view that
most mental conditions were the result
of unsolved inner conflicts. That was a
time when the availability of effective
drugs for psychiatric disorders was ex-
tremely limited, and access to mental
health care was also restricted to the
very wealthy or to very sick patients,
who would be confined in institutions
for the mentally ill for long periods of
time, and kept apart from society. The
emergence of psychopharmacology ra-
pidly changed this panorama, but it
has carried novel challenges, not only
for clinical practice, education and re-
search, but also for doctor-patient rela-
tionships. These changes go in parallel
with those of modern societies, in-
creasing the distance between devel-
oped and struggling countries, and
raise further ethical concerns. This is
why I believe that the debate on con-
flicts of interest, particularly for the fi-
nancial ones, is difficult to separate
from ideology/politics, and this is why

I think that we should take a global ap-
proach to it. Hence, as Giovanni Fava
rightly points out, clinical medicine and
psychiatry are suffering from an un-
precedented crisis of credibility, and
this has more to do, in my opinion,
with increased awareness about this is-
sue rather than with decreased ethical
standards or malpractice. Our society is
increasingly aware of potential con-
flicts of interest and this is good for
transparency, although one of my argu-
ments will be that some conflicts are
more visible than others and, to be fair,
our responsibility as clinicians, educa-
tors or researchers is to disclose all of
them, regardless of their nature. At the
end of the day, having a potential con-
flict of interest is not the same as being
necessarily biased or corrupt. Psychia-
try has taught that avoiding conflicts is
not generally the right way to solve
them.

The increasing skepticism about
drug development, clinical trials, and
publications goes in parallel with the
popular view on pharmaceutical in-
dustry, which is far from unbiased. It
has been reported that people see
pharmaceutical companies as busi-
ness corporations with low ethical

standards such as the arms industry.
The paradox is that never in history
there were as many regulations, con-
straints and supervision of drug devel-
opment, approval, and marketing strate-
gies as nowadays. Hence, this climate
comes up from mistakes made by sev-
eral agents in this drama: the pharma-
ceutical industry, of course, but also
opinion leaders, medical journals, reg-
ulatory bodies, politicians, and even
clinicians. The raise of evidence-based
medicine may also be partly responsi-
ble, because evidence is only available
for questions receiving funding, and
most of the funding comes from com-
panies expecting refunds from their
investments. Some of us believe that
this would be fair as far as strict regu-
lations and public funding are able to
counteract against the risk of relying
almost exclusively on company-spon-
sored evidence-based medicine. Oth-
erwise, evidence-base may become ev-
idence-bias.

Bias may come from two main
sources: biases in trial design, and bi-
ases in results dissemination. Trial de-
sign biases are easier to counteract:
for instance, regulatory bodies as the
Food and Drug Administration (FDA)
in the United States or the European
Agency for the Evaluation of Medici-
nal Products (EMEA) in Europe have
set their own trial design guidelines for
marketing approval (1,2). This strategy
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has been successful to avoid marketing
of potentially ineffective or unsafe
drugs via sophisticated designs or sta-
tistical analyses. However, those trials
have characteristically high internal
validity but poor external validity (3),
providing little information about the
use and effectiveness of a given drug in
clinical practice. Non-regulatory tri-
als, on the other hand, may be more
generalizable, but are commonly bi-
ased in favour of the novel (expensive)
drug. Examples of trial design biases
include false non-inferiority designs,
enriched designs, underpowered com-
parator samples, unfair comparator
doses, inclusion of patients who are
non-responsive to the comparator, un-
fair rescue medication rules, and “cre-
ative” outcome measures favouring
the drug of choice. Biases in results
dissemination are more difficult to as-
certain. The most well-known one is
publication bias: positive trials are
published while the negative ones re-
main forever as “data on file”, or at
most they are presented at a small
meeting as a poster or shown at a web-
site in a very concise format. Con-
versely, positive trials are re-analysed,
subanalysed, and repeatedly published
and presented at scientific meet-
ings. Publishing negative trials and
making that information available to
society is not only the responsibility of
pharmaceutical companies, but also
of researchers and opinion leaders,
particularly those who sit on compa-
nies’ advisory boards and have access
to privileged information. Confiden-
tiality rules apply to matters that may
have to do with competitive research,
but if the companies do not put their
negative data in the public domain
within a reasonable time period, the
rights of the patients who voluntarily
participated in those trials are being
broken. Other sources of bias not as ev-
ident as selective publication include
unbalanced presentations, which are
especially common at but not exclusive
of standalone meetings or satellite
symposia: exclusion of the comparator
arm in placebo-controlled trials, empha-
sis on certain (favourable) secondary
measures, minimization of adverse

events, and many more; again, not on-
ly the industry but also academics and
speakers should avoid this kind of
pseudoscience, and ideally clinicians
should be able to identify and criticize
those who promote it. Unfortunately,
in most countries the only source of
continuing medical education (CME)
is the pharmaceutical industry, so, even
when there are no biases as those men-
tioned so far, the focus of the meetings
is rarely free of indirect or direct finan-
cial interest. Here, national govern-
ments and scientific societies also have
their responsibility. In Europe, CME
credits are not well implemented and
this carries higher risk of unbalanced
meeting programmes and poor atten-
dance to scientific sessions. Finally, the
issue of treatment guidelines deserves
further discussion: while recusal of ex-
perts with potential conflicts of interest
would leave them practically orphan of
any expertise, the fact is that the evi-
dence-bias discussed above, which has
more to do with the dearth of inde-
pendently sponsored trials than with
the potential interests of the advisors,
makes them often more supportive to
newly marketed drugs than to cheap,
old compounds (4,5), such as lithium,
which has been decreasingly prescri-
bed in many countries despite the evi-
dence that it is effective and may have
unique antisuicidal properties (6,7).
Boyd and Bero (8) have recently re-
viewed the management of conflicts of
interest in guidelines development and
they recommend a standard policy re-
quiring all financial ties to be made
public in advance.

Everything that we discussed so far
suggests that something should be done
to increase the integrity and credibili-
ty of pharmaceutical companies, jour-
nals, meetings, authors, and presen-
ters. Fava is right when he says that
disclosure is simply the minimal re-
quirement for scientific credibility. Sys-
tematic feedback is another advisable
practice: I think that every scientific
meeting should provide feedback
forms including a specific score for
scientific balance for every presenta-
tion. Scientific societies and editorial
boards should have a conflicts of in-

terest advisory committee to discuss
the feedback provided by meeting at-
tendees and readers (9). I do not think,
though, that we should make the mis-
take of considering potential conflicts
of interest as something necessarily
bad. Having a potential conflict of in-
terest does not mean at all that what-
ever that person says or writes is bi-
ased; excluding highly respected aca-
demics from editorial boards or meet-
ings just because they have a potential
conflict of interest would lead to the
total fall of clinical research, with
enormous impact on the number and
quality of new drugs becoming avail-
able for the treatment of most condi-
tions, including mental disorders.
Consistently, most research subjects
and patients understand and accept
conflicts of interest (10) and some of
them actually encourage them as far as
they may carry benefit for the people
(11). The best experts in certain condi-
tions have generally multiple potential
conflicts of interest, but at the end of
the day what makes them attractive for
patients, clinicians, trainees, govern-
ments and pharmaceutical companies
is their credibility, and credibility is
hard to achieve and easy to lose. At the
end of the day, conflicts of interest are
not always a bad thing: they correlate
with interaction between public and
private health care providers, and
some of us believe that the best health
care system is neither purely public nor
purely private, but every effort should
be made to ensure that the interest of a
few does not go over the interest of so-
ciety, the integrity of clinical research,
and the progress of medicine.

Some potential sources of conflicts
of interest do not seem to be as popu-
lar or scandalous as the ones that
come up from the marketing of phar-
maceutical companies, even though
they may be an important source of
bias in education and clinical practice.
First of all, not all conflicts of interest
are of financial nature; in fact, a very
oppositional attitude towards the
pharmaceutical business may carry
political or professional benefits; oth-
ers have actually made a lot of money
with books reporting “drug compa-
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nies malpractice”. Finally, some finan-
cial conflicts of interest that are rarely
disclosed are the ones belonging to the
public health care sponsors: the gov-
ernment, the local authorities, and the
hospital managers, whose interest is
generally to avoid spending money on
the most expensive drugs. In several
countries, physicians get supplemen-
tary income if they are able to save
money from the pharmaceutical ex-
pense; in certain hospitals, expensive
drugs are not provided even though
they have an approved indication; and
in the editorial arena, some govern-
ment-sponsored publications show a
bias against new expensive drugs
which is only comparable to the bias
of company advertisements in favour
of their drug.

In conclusion, I would agree with
Fava that medicine and psychiatry’s
credibility is in crisis. But, at the end
of the day, I do not think that there is
such thing as somebody free of con-
flicts of interest. Conflicts are dimen-
sional, not dichotomous, and they
may have ideologic, financial, social,
or academic nature, but they always
carry the risk of biasing the informa-
tion. Moreover, readers and clinicians
are not just clueless, passive receptors
of information, and there is plenty of
examples of highly promoted drugs
that were not successful at all once
prescribers noticed that they would
not solve their patients’ problems. But
we need to hear their voice in this re-
gard. To increase the credibility of psy-

chiatry, I would improve the tools to
get actual and honest feedback from
meeting attendees and journal read-
ers, I would implement a true and ef-
fective CME credits policy, I would
encourage governments and scientific
societies to promote independent
clinical trials, and I would request all
journals in Medline and scientific
meetings to include a full disclosure of
financial and non-financial potential
conflicts of interest at the beginning of
every presentation or article. Credibil-
ity, as mental health, is not a matter of
absence of conflicts, but a matter of
overcoming them.
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On the propriety of collaborations between
academicians and the pharmaceutical industry:
an alternate viewpoint
MICHAEL E. THASE
Department of Psychiatry, University of Pennsylva-

nia School of Medicine, Philadelphia, PA, USA

Giovanni Fava convincingly sum-
marizes the many reasons why the rela-
tionships between the for-profit indus-

tries and academicians – as well as
physicians more generally – are very se-
rious matters and may adversely affect
both society’s confidence in the med-
ical profession and the integrity of the
evidence base that helps to guide selec-
tion of treatments. As my own experi-

ences are those of an academician who
does several different kinds of work
with the pharmaceutical industry, I will
generally limit my comments to this
area. 

After decades of denial and mini-
mization, there are now sufficient data
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on the impact of unmanaged conflicts
of interest to justify the conclusion that
speaking for, advising/consulting, and
doing research with pharmaceutical in-
dustry can influence opinion leaders’
evaluations of the industry’s products.
Most often the nature of this effect is a
positive bias, which can result in over-
valuation of a treatment’s strengths and
underappreciation of that therapy’s
limitations. The net result of such bias
could be overly favorable presentations
at scientific meetings and/or insuffi-
ciently critical interpretation of results
or conclusions in manuscripts, which
ultimately could result in greater use of
that treatment and higher profits for the
manufacturer. 

Fava has correctly pointed to a num-
ber of notorious cases involving pur-
portedly unreported conflicts of inter-
est that have been an embarrassment to
the broader academic community, with
several recent cases specifically involv-
ing psychiatry. Although the initial pub-
lic presentations of these “scandals” of-
ten did not fairly reflect the facts of the
cases, there is the growing public per-
ception that all collaborations between
academicians and the pharmaceutical
industry are unseemly and, at best, sus-
pect. For these reasons and more, aca-
demicians must examine their relations
with the pharmaceutical industry with
much greater scrutiny than ever before,
and think much more carefully about
the potential for conflicts of interest
and strategies to manage such conflicts.

Before turning to our more specific
areas of agreement and disagreement, it
is important to clarify that the pharma-
ceutical industry is a heavily regulated
business, which does produce medica-
tions that can save lives and reduce hu-
man suffering; few of our currently used
psychiatric medications have been de-
veloped by alternate (i.e., governmen-
tal, academic, or not-for-profit) agen-
cies. When practicing within accepted
ethical guidelines, it is not inherently a
conflict of interest for an academician
to earn income from working with a
drug company. Such financial relation-
ships do have the potential to cause
conflicts of interest, however, and as
such they must either be avoided (as

suggested by Fava) or properly man-
aged (the approach that I recommend)

One factor that complicates debates
such as this is that “accepted ethical
guidelines” for managing potential
conflicts of interest are continually
changing. Thus, when the standards of
today are applied to work completed a
decade ago, it should be no surprise
that a large proportion of academicians
appear to fall short of the standard.
And, no doubt, the same will be true
when the standards of 2017 are applied
to work performed today.

I fully agree with Fava that effective
management of the potential for con-
flicts of interest represents one of the
major challenges facing academic medi-
cine in the 21st century. Moreover, I feel
strongly that we must come to terms
with these issues in order for collabora-
tions between academicians and indus-
try to continue, which I believe offers
the best opportunities for development
of improved therapeutics. As I have
written about previously (1,2), however,
the pharmaceutical industry is not a
monolithic evil and, despite being in
business to earn profits for stockholders,
all of the companies and the vast major-
ity of people who work in the pharma-
ceutical business want to develop – and
sell – new and improved products that
really do help humanity. And, although
it is true that new (patent-protected)
medications are too expensive for many
people and a large proportion of pub-
licly funded health care agencies, it is al-
so true that – without first introducing
these new drugs “on patent” – there
would be no newer generation generic
medications after patents expire.

As is often the case in polemical pa-
pers, Fava focuses on the negative side
of this issue and does not give proper
credit to the legitimate contributions of
the pharmaceutical industry to improv-
ed public health and the potential bene-
fits that can result from academic-in-
dustry collaborations (e.g., improved
research designs, research on pharma-
cogenomics, development of biomark-
ers, etc.), if the potential for conflicts of
interest is properly managed. Although
I share Fava’s disdain for the practice of
selective publication (i.e., suppression

of “negative” studies), I do not think
that it is fair to describe as pathetic the
industry’s efforts to create study reg-
istries and to make all data from all rel-
evant trials available for meta-analysis.
Nor do I view the potential benefits of
longer-term antidepressants for pa-
tients with highly recurrent forms of de-
pression to be “propaganda”.  

Giovanni Fava also largely fails to
deal with the potentially deleterious ef-
fects that noncontractual or uncom-
pensated conflicting interests can have
on “scientific” matters, such as those
related to different schools of thought,
sociopolitical positions, interpersonal
rivalries, or even spiritual, religious, or
quasi-religious beliefs, which are virtu-
ally never acknowledged and also have
shown to have potential negative ef-
fects on both professional relations and
the design, interpretation, presenta-
tion, and publication of research re-
sults. As one example, it should be rec-
ognized that academicians who strong-
ly believe that the pharmaceutical in-
dustry conducts shoddy research often
provide negatively biased evaluations
of industry-sponsored studies.

With respect to management of po-
tential conflicts of interest, who in 2007
can argue against full disclosure and
transparency? To take such an unten-
able position would reflect both igno-
rance of the data and insensitivity to
the issues involving public trust. In fact,
in order to avoid even the appearance
of trying to conceal ties with industry, I
(along with most colleagues that I
know who do work with the pharma-
ceutical industry) have begun to report
all financial relationships in all manu-
scripts, regardless of relevance of the
paper to the pharmaceutical industry. 

I also agree with Fava that expert
consensus panels should include indi-
viduals (clinicians, researchers, and pa-
tients and their family members) with
no industry ties, although I disagree
with the notion that individuals with
such ties should be systematically ex-
cluded. Parenthetically, the fact that
100% of the DSM-IV panelists for
mood disorders and schizophrenia had
some industry relationships reflects the
ubiquity of these relationships in the
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1990s, not the systematic exclusion of
those without such ties. 

As one of the so-called gatekeepers at
the industry sponsored symposia at the
American Psychiatric Association’s an-
nual meetings, I can report that there is
no pressure whatsoever to pick faculty
from a select “oligarchy” of colleagues
who work with industry (we are, in fact,
strongly encouraged to recruit a very di-
verse faculty for these presentations).
Our other continuing medical educa-
tion (CME) talks are independently re-
viewed to ensure a lack of commercial
bias and, unless the talk is explicitly pro-
motional (i.e., clearly labeled as such),
the rules are clear: industry representa-
tives must keep their hands off the ma-
terial. Although I am not immune to
commercial bias, I am fairly certain that
I have a greater risk of unrecognized
bias when presenting work that I have
performed and findings that are consis-
tent with my clinical beliefs. Consistent
with this view, although it is true that in-
dustry sponsorship does have an effect
on study outcome (e.g., 3,4), it is also
true that – in work not sponsored by the
pharmaceutical industry – much larger
effects have been associated with an in-
vestigator’s allegiance to particular mod-
els of psychotherapy (5).

With respect to advising and consult-
ing, I cannot see how the public health
could be benefited by mandates that
prevent the pharmaceutical industry
from utilizing the input of experts. At
one point, Fava wonders out loud:

wouldn’t the pharmaceutical industry
want to hear the opinion of someone –
like himself – with an unbiased opin-
ion? I am sure that they would and of-
ten do. But, given Fava’s stated position,
wouldn’t he have to decline the invita-
tion or, if he accepted it, wouldn’t he no
longer qualify as an unbiased advisor? 

I likewise disagree with the merits of
prioritizing governmental research
funding for investigators with no in-
dustry ties. Could a system that arbi-
trarily excludes some of the best and
brightest scientists actually result in
better science? In this case, the remedy
may be much worse than the malady.

I admire the stand taken by Fava, as
well as his disciplined adherence to a
personal code of conduct that eschews
industry support. There are legitimate
differences of opinion here and I would
not be surprised if our disagreements
herein might be mirrored by similar dif-
ferences in sociopolitical world views.
I am glad that there is such a diversity
of opinion on this matter and remain
optimistic that the dialogue between
those who are and are not interested in
working with industry will lead to bet-
ter ways of managing the very real po-
tential for conflicts of interest and ulti-
mately will result in better treatments
for our patients.

Disclosure

The author has been advisor or

consultant for AstraZeneca, Bristol-
Myers Squibb, Cephalon, Cyberonics,
Eli Lilly, GlaxoSmithKline, Janssen-
Cilag, MedAvante, Neuronetics, No-
vartis, Organon, Sepracor, Shire US
and Wyeth. He has accepted honor-
aria for chairing or speaking from As-
traZeneca, Bristol-Myers Squibb, Cy-
beronics, Eli Lilly, GlaxoSmithKline,
Organon, Sanofi-Aventis and Wyeth.
He has an equity holding in MedA-
vante. He has received royalties from
American Psychiatric Publishing,
Guilford Publications and Herald
House.
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Staying true to mission
ALAN J. GELENBERG
Department of Psychiatry, University of Arizona, 1501

N. Campbell Ave., Tucson, AZ 85724-5002, USA

I am probably not the only reader
who responded with defensiveness
and irritation to the strident tone of
Giovanni Fava’s commentary. Never-
theless, when my higher cortical func-
tions returned, I found myself in sub-
stantial agreement with his concerns.

We face a wave of public mistrust that
has not yet crested. In truth, ethical
breeches have occurred. The integrity
of psychiatry and all of medicine re-
quires that we take bold, earnest,
prompt steps to remedy this.

I approach this issue as a physician
and psychiatrist, a university professor
and department head, an editor, and a
teacher. As my declaration of interest
statement will reveal, I have also con-

sulted to many pharmaceutical manu-
facturers. I chair the work group revis-
ing the American Psychiatric Associa-
tion’s guidelines for the treatment of
major depressive disorder. Thus, all as-
pects of this multifaceted issue come
alive within my own consciousness. 

To make informed decisions, one
must be able to gather sufficient data to
inform those decisions. This applies to
clinical choices made by patients and
clinicians. If an author, scientist, speak-
er, or guideline writer has an agenda
other than to inform and educate, as
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Giovanni Fava notes, a serious ethical
breech is likely. 

In a world of infinite resources, it
would be comparatively easy to heal
this lesion. All scientists and scholars
could have access to neutral resources,
i.e., funding without “strings”. When
asked to render opinions on matters of
public health importance, this untaint-
ed brain trust could opine from a posi-
tion of objective altruism. 

In today’s real world, however, with
constrained resources and imperfect
systems of oversight, we need iterative
steps to earn the public’s trust. Imme-
diate solutions are transparency and
proportionality. Journals, including the
one I edit, are broadening the defini-
tions for interests that must be declared
by authors and reviewers. Journals are
entertaining consequences for failures
to disclose. Universities may be in-
formed of ethical breeches, and jour-
nals will be reluctant to accept future
submissions from offenders. At the very
least, this growing transparency will al-
low consumers (including medical and

lay readers) to make more informed de-
cisions based on the source of informa-
tion and potential biases. 

Proportionality is another important
component. Because the pool of ex-
pertise is limited in most areas of medi-
cine, including psychiatry, the govern-
ment, professional organizations, and
private industry turn to the same pool of
experts to serve as consultants. Many of
us function in this manner and provide
input in multiple settings. In screening
members to serve on its work groups on
practice guidelines, the American Psy-
chiatric Association establishes de min-
imis standards in which the proportion
of a scholar’s income is examined to as-
sess magnitude of possible influence.
Thus, a small proportion of a professor’s
income that comes from consulting to
multiple sources is less likely to have a
major hold on that scholar’s opinion
than if 50% of one’s income comes from
a single source. To pick up one of Gio-
vanni Fava’s examples, a pizza is less
likely to influence opinion than a man-
sion on the Riviera.

The same issue of proportionality
holds true of organizations. The Amer-
ican College of Neuropsychopharma-
cology has recently elected to “tighten
its belt” by spending less on its annual
meetings, thereby reducing its depend-
ence on industry funding. This is a con-
scious and value-based decision to di-
minish both the perception and the ac-
tuality of industry influence. 

As physicians and scientists, our es-
teem in society is based on the public’s
trust. That trust is eroding, and we must
take immediate and serious steps to
earn it back.

Disclosure

The author has been a consultant
for Eli Lilly, Pfizer, Best Practice, Astra
Zeneca, Wyeth, Cyberonics, Novartis
and Forest. He owns stock options in
Vela Pharmaceuticals. He is editor of
the Journal of Clinical Psychiatry.

Conflicting views on conflicts
of interest in medicine
W. WOLFGANG FLEISCHHACKER
Department of Biological Psychiatry, Medical

University, Anichstrasse 35, A-6020 Innsbruck,

Austria

I would like to divide my commen-
tary on Giovanni Fava’s paper into two
parts. Firstly, I will discuss style and
tone and secondly content.

As scientists – and Fava, I am sure, fits
this category – we should be guided by
the principle sine ira et studio. At least
the former is not adhered to in Fava’s re-
marks. I understand that he has a strong
opinion regarding the issue of conflicts
of interest, but I feel that a more bal-
anced and less affectively charged man-
uscript would have helped his cause
more. Merely repeating accusations and
unfounded insinuations, which have

been unfairly generalized to the whole
field in the past, will only jeopardize a
rational discussion of the problem. Con-
sequently, those of us, and I trust we are
many, who believe that the field needs to
actively tackle the issue, will be taken
aback and disengage from discussing
the matter. As I firmly believe that we
need this discussion, from both the per-
spectives of scientific ethics and integri-
ty and of the distorted public view of it,
I find the style and tone of Fava’s com-
ments regrettable.

The 1850 edition of the Webster Dic-
tionary defines conflict of interest as “a
conflict between private interests and
official responsibilities of a person in a
position of trust” (I believe this was cit-
ed by Ira Glick at the 2006 Meeting of
the American College of Neuropsy-

chopharmacology). This nicely outlines
the point that I would like to make in
the following, namely that the issue
goes way beyond financial interests, al-
though most of the public discussion,
especially in the lay media, has focused
on these. All of us face conflicts of in-
terest regularly in our professional
lives. For instance, we may see a man-
uscript sent to us for review in a more
favourable light if it approvingly cites
our own work. When writing up scien-
tific papers, we may be more eager to
report data which support our hy-
potheses than those who do not. As
journal editors, we could be more will-
ing to accept a manuscript which is
likely to drive up the impact factor of
the journal. As conference organisers,
we may put more emphasis on topics
which suit our own interests. As librar-
ians, given the choice to spend the rest
of the library budget on a book on the
same topic written by a friend or by a
stranger, we may favour our friend’s
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book. As clinicians, deciding among
drugs of similar efficacy and safety pro-
file, we may recommend the one that
the company representative has just left
a package of, and so on.

These few examples dealing with
various aspects of a clinician/scientist’s
job represent an incomplete list of
everyday challenges to our work ethics.
Many of them are much more subtle
than financial conflicts of interest, but
yet of at least comparable relevance. In
addition, monitoring these types of
conflicts is considerably more difficult
than the tracking of financial relation-
ships, which may be one of the reasons
why the latter have become much more
the focus of the debate. 

The field is charged with a challenge
that, I believe, must be targeted from
within the scientific community. While
declarations of financial conflicts of in-
terests on publications, during scientif-
ic meeting, etc. help to enhance trans-
parency, all the other potential con-
flicts call for additional measures. I am
convinced that the concept of peer re-
view, if taken really seriously, can be the
strongest force in this struggle. Peer re-

view can function as a continuous self-
monitoring instrument. We have to re-
vive the skill of reading between the
lines of manuscripts we are reviewing
and point out potential conflicts of in-
terests to editors, who need to make
such remarks part of their decision
process. Journal editors should explic-
itly ask their reviewers to look at man-
uscripts under this aspect, just as they
require to judge the ethical standards of
studies under review. (As a bynote,
open access publishing and open peer
review will not make the task easier).
Similar rules should apply to the grant
review process and to program com-
mittees of scientific meetings. Con-
flicts of interest have to be identified in
such settings and individuals affected
by them must be excused from the de-
cision process.

Some international societies have
already established committees to pro-
vide guidance regarding these matters.
Again, the scope must go beyond the
relationships between scientists and
the pharmaceutical industry. Clearly,
such rules should not be buried in the
minutes of the relevant committees, but

actively communicated to the field and
the public. Societies should not only
set up rules but also suggest means to
oversee compliance with these stan-
dards. Let us not leave this important
business to self-appointed watchdogs,
but assume a leading role ourselves, as
a strong responsibility of and for our
field. 

At the 2006 meeting of the American
College of Neuropsychopharmacology,
David Braff stated that “conflict of in-
terest is the entry of wrongdoing not
wrongdoing in itself”, and I would sub-
mit that we all need to be sitting near
the entryway to make sure that nobody
harms the field by crossing the line.

Disclosure

The author currently receives re-
search support from AstraZeneca,
Janssen-Cilag, Pfizer, Sanofi-Aventis
and Servier. He has received consul-
tancy/speaking honoraria in the past
year from AstraZeneca, Bristol-Myers
Squibb/Otsuka, Janssen-Cilag, Pfizer,
Servier and Wyeth.

Conflicts of interest and the
credibility of psychiatric research
STEVEN M. PAUL, MAURICIO TOHEN
Lilly Research Laboratories, Eli Lilly and Company,

Indianapolis, IN 46285, USA

The credibility of psychiatric research
has been seriously compromised of late,
undermined by both real and perceived
– and some would argue all-too-perva-
sive – financial conflicts of interest
(COI). Giovanni Fava underscores the
seriousness of the problem, which he
fully acknowledges is not unique to
psychiatry but extends to virtually all
fields of medicine. In fact, we believe
the problem of financial (and other)
COI could well erode the credibility of
the entire enterprise of academic med-
icine, if not properly and promptly ad-

dressed. Financial COI are also not
limited to pharmaceutical research and
can occur wherever (and whenever)
profit-seeking companies interact with
either the academic-research or clinical
care communities. We would also sub-
mit that financial COI are not the only
COI that threaten the credibility of ac-
ademic medicine. Indeed, most of the
recently publicized and egregious cases
of scientific misconduct and outright
fraud have for the most part involved
other (non-financial) forms of COI
among academic investigators (1). Giv-
en the complexity and pervasiveness of
the problem of COI in medicine, it
seems unlikely that they can be com-
pletely eliminated, nor is a simple solu-

tion likely to be found. With respect to
COI in psychiatric research, we offer
the following brief commentary.

First, like Fava, we believe that full
transparency, including full disclosure
of any potential COI, is absolutely es-
sential. We also concur that the prob-
lem with “full disclosure” is often defin-
ing (and then disclosing) what exactly
constitutes a “substantial COI”. Our ex-
perience suggests that for industry sci-
entists such transparency is relatively
straightforward but it is often much
more obscure for those working in aca-
demia or government. For example,
simply listing the existence of consult-
ing relationships with industry for a giv-
en academic investigator (e.g., on scien-
tific publications), as is now customary,
is insufficient in our opinion to estab-
lish whether or not a substantial “finan-
cial” COI exists. The criteria listed by
Fava for establishing a substantial COI
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are a good start, but in our experience
“the devil – i.e., the extent of such rela-
tionships – is always in the details”. As
suggested by Freedman et al (2), acade-
mia and the pharmaceutical industry
need to set their ethical boundaries and
standards. We propose that, in order to
be embraced by industry and academic
scientists worldwide, codes of conduct
regarding research collaborations need
to be further developed jointly and em-
braced at national levels by institutions
such as the American College of Neu-
ropsychopharmacology and globally by
associations such as the WPA. 

However, we emphasize that, be-
yond enhancing efforts to fully disclose
and minimize potential COI, attempts
to eliminate investigator bias, regard-
less of the source of funding, and to in-
dependently verify results of important
studies become paramount. Rothman
(3) has proposed that the value of the
results should not be tainted by the af-
filiation or source of funding (nor by
any other obvious non-financial COI),
but rather assessed on the basis of the
methodology employed. We do not ar-
gue that industry-funded research, nor
publicly-funded research for that mat-
ter, is (or will ever be) completely free
of bias, but that the solution is not to fo-
cus solely on the funding source or po-
tential COI. More importantly, efforts
should be directed at assuring that the
research methodology employed is suf-
ficiently robust to avoid such bias in the
first place. In our extensive experience
in conducting research in both industry
and academia, we are impressed with

the methodology and rigor employed
to minimize investigator bias in most
industry-sponsored clinical trials. We
maintain that, contrary to the views of
some, industry actually has a vested fi-
nancial interest in generating valid, re-
liable and reproducible data on com-
pounds either in development or on
the market. Results from industry stud-
ies are thoroughly scrutinized by regu-
latory agencies around the world. Poor
methodology will lead to non-approval
of new products or indications with the
obvious financial consequences.

We also believe that efforts to allow
for independent verification of research
results, from academia, industry or
government studies, should be en-
hanced. For industry-sponsored clin-
ical trials, regulatory agencies, such as
the Food and Drug Administration
(FDA) and the European Agency for
the Evaluation of Medicinal Products
(EMEA), receive all relevant data on
given compounds, and such data is of-
ten independently analyzed by these
regulatory agencies prior to review
and approval. More recently, compa-
nies such as ours (www.lillytrials.com)
have created comprehensive clinical tri-
al registries and websites where clinical
trial data on all marketed products are
routinely posted (www.clinicalstudyre-
sults.org/home) and are readily acces-
sible by the public. We also support, in
principle, efforts to verify data prior to
publication in peer-reviewed journals,
but again would argue that such verifi-
cation should occur irrespective of the
funding source or potential COI.

So, like Fava, we too are concerned
that the problem of financial (and oth-
er) COI, if not adequately addressed,
may completely erode the credibility
of psychiatric research and thus un-
dermine the essential trust that pa-
tients have in their physicians and in
the treatments they prescribe. We be-
lieve, however, that productive and
meaningful collaborations between
industry and academia (as well as
with the clinical care/practice com-
munity) are not only possible but are
absolutely essential for the develop-
ment of new therapeutics in psychia-
try. Better definitions of the nature of
such collaborations, including their
boundaries, are therefore desperately
needed.

Disclaimer

The authors are solely responsible
for the content of this commentary,
which should not be considered as an
official position of Eli Lilly and Com-
pany.
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A counter proposal to manage financial
conflicts of interest in academic psychiatry
ANDREW A. NIERENBERG
Massachusetts General Hospital,

Harvard Medical School,

50 Staniford Street, Boston, MA 02114, USA

As stated by Giovanni Fava, the is-
sue of financial conflicts of interest in
medicine, and in psychiatry in partic-

ular, has strained the credibility of ac-
ademic researchers in the eyes of the
public as well as fellow physicians. Fa-
va documents legitimate criticisms lev-
eled against the pharmaceutical in-
dustry. He suggests that part of the so-
lution is to establish a system to sup-
port a group of experts who are free of

financial conflicts of interest and who
can act as arbiters of truth and can
evaluate available evidence with a dis-
passionate and objective eye. These
groups can then produce conflict-free
reviews and advise other groups (gov-
ernments, hospitals, other physicians)
who make financial and policy deci-
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sions about risks and benefits of psy-
chiatric treatments. 

Fava’s proposals have substantial
merit. It would be ideal to have some
system to support objective physician
researchers who could provide the
services outlined. And his call for train-
ing in recognizing the effects of con-
flicts of interest and potential bias is
reasonable. But, ultimately, the solu-
tion outlined may not serve the public
as well as he suggests. In some ways,
the problem of conflicts of interest
brings up the business of medicine and
the pharmaceutical industry. Is the cap-
italistic system that focuses on profit
good or bad for patients? Is the phar-
maceutical industry focus on marketing
– and the explicit or implicit coopera-
tion of experts in marketing – the actu-
al culprit as opposed to academicians’
financial conflicts of interest? If experts
are to have relationships with industry,
what type of relationship between ex-
pert clinical researchers and pharma-
ceutical companies would serve pa-
tients best? Can drug development be
improved with the input of experts or
would drug development be better
served by excluding those experts in or-
der to manage financial conflicts of in-
terest? I will make the case that a mu-
tually beneficial relationship between
experts and industry, with clear ethical
rules, can help patients, and that ex-
cluding experts from this process may
impede drug development. I will also
argue that non-financial conflicts of in-
terest are just as important as financial
ones and these, too, need to be under-
stood and managed.

I write this commentary as one who
has evolved from rejecting any indus-
try influence on practice (I rejected the
offer of a free stethoscope from Eli Lil-
ly during medical school) to someone
who has collaborated with the phar-
maceutical industry whenever I felt
that it would eventually benefit pa-
tients. I believe that my relationships
with industry are mutually beneficial
and I value my relationships with the
companies that produce the medica-
tions that help my patients. I also be-
lieve that, without the capitalistic for-
profit motive of the pharmaceutical

industry, we would not have any inno-
vative treatments. Few, if any, treat-
ments have arisen from government
alone or from non-industry sources. 

At their best, pharmaceutical com-
panies want to make a profit by help-
ing patients and want to help patients
while making a profit so that they can
afford to make new treatments and re-
peat the cycle. At their worst, pharma-
ceutical companies market medica-
tion through direct and physician ad-
vertising and continuing medical edu-
cation (CME) symposia that act as
hidden (or not so hidden) marketing.
I worry that we have abrogated our re-
sponsibility for our ongoing post-grad-
uate education and, instead, we have
deferred to industry to fund it. This type
of pseudo-education is justly criticized
by Fava. I fear that there is a dearth of
independently funded CME or at least
CME that, if funded by industry, in-
cludes a firewall that separates it from
marketing. One such CME with a fire-
wall has been launched by the Massa-
chusetts General Hospital Psychiatry
Academy (www.mghcme.org). Within
the site, interested readers can find the
integrity policy and statement, view
some of the content, and make a deci-
sion about the effectiveness of the fire-
wall. Several pharmaceutical compa-
nies fund the Academy, but none have
any input into content or speakers.
But, relevant to this commentary, is it
a conflict of interest for me to include
the Academy website? While I teach
for the Academy, I get no additional
revenue from writing about it here.
Nor will I get invited to give more talks
for the Academy because it is listed
here. The results of any study or any
review that I publish have no bearing
on my invitation to teach.

Would drug development be helped
by excluding some experts from par-
ticipating in industry-academic rela-
tionships and, in effect, serve as in-
dustry watchdogs? I think not. Industry
needs the perspective of those physi-
cians who best know the disorders of
interest. Which relationships consti-
tute an acceptable conflict of interest
and which are unacceptable? Giovan-
ni Fava outlines a reasonable set of

criteria to define sources of financial
conflict of interest, but it is less clear
which of these will lead academics to
be unacceptably biased such that they
will minimize risks and magnify bene-
fits of drugs. A more challenging ques-
tion is “What would constitute an eth-
ically acceptable, mutually beneficial
relationship between academics and
industry?”. I propose that such a rela-
tionship be guided by ethical behavior
that ultimately helps patients and
avoids any harm. 

I am not so sure that developing
panels of independent researchers/ac-
ademics that are completely free of re-
lationships with industry will solve the
problems so well outlined by Giovan-
ni Fava. His solution may veer to the
other side by assembling a group that
has a negative bias against industry
and innovation – without any way to
disclose, manage, or check this. His
proposal to have professional training
programs and the recognition of con-
flicts of interest can, however, be prac-
tical and should be implemented.
Such training in critical thinking
about any evidence and the detection
of any bias, no matter its source,
should be an integral part of any train-
ing program.

Finally, non-financial conflicts of
interest can also contaminate research
and produce unacceptable biases.
These non-financial conflicts of inter-
est include advancing one’s career, ac-
ademic promotion, achieving success,
attracting non-industry funding, pride,
status, power, fame, prestige, recogni-
tion, and a desire to avoid impeding
the progress of research (through mem-
bership in institutional review boards)
(1-3). Foster warns us that “we are ex-
pected to have a dominant commit-
ment to serving others, rather than to
personal gain” (2). Yet, he also out-
lines the varieties of activities that can
lead physicians astray, since their most
human of motivations will still re-
spond to reward and he acknowledges
that the “tension between altruism
and self-interest is unavoidable”.
Korn further warns: “Those who pro-
pose new remedies to deal with fi-
nancial conflicts of interest in aca-
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demic biomedical research should
take care that in their zeal to recreate
an idealized state of virtue in which
financial conflicts of interest no
longer exist, they do not interdict a
developmental pathway of immense
social benefit” (3). 

That a group of experts free of finan-
cial conflicts of interest would be free of
non-financial conflicts of interest is
probably unrealistic. That academic re-
searchers can strive to achieve the
highest levels of ethical behavior in
their dealings with industry and at-
tempt to minimize bias may be equally
unrealistic, but should be the goal. Per-
haps the solution to the problem of

conflicts of interest is somewhere in the
middle between Fava’s stance and the
one I have outlined here: partial sup-
port of experts from impartial financial
sources and peer oversight of activities
which have even the appearance of
bias due to conflict of interest. 
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What is the impact of financial
conflicts of interest on the
development of psychiatry?

ANDRÉS HEERLEIN
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In recent years the relationship be-
tween drug companies and psychiatry
has received an increasing attention
from physicians, scientists and the
media. Some authors support the no-
tion that this relationship is having a
negative influence on clinical practice
and medical education, threatening
the objective and independent devel-
opment of mental sciences. According
to this position, psychiatrists should
avoid or minimize the interaction with
pharmaceutical companies (1,2). On
the other hand, some professional lead-
ers have suggested that a substantive re-
lationship between doctors and the
drug industry is necessary and benefi-
cial, and that any commercial influ-
ence mediated via this relationship
does not harm significantly the future
of psychiatry (3,4). 

In the last couple of years, serious
doubts have been raised about the re-
liability of drug trials. In a study by

Perlis et al (5) on 162 randomized,
double-blind, placebo-controlled tri-
als, those involving potential conflicts
of interest were 4.9 times more likely
to report positive results; this associa-
tion was significant only in the subset of
pharmaceutical industry-funded stud-
ies. Concerns have been also expressed
about the promotional tactics used by
the industry to display the results of
these studies. The medical research
community has tried to address the
problem by proposing measures like
the introduction of a clinical trial reg-
istry. However, several studies have
shown that these measures are insuffi-
cient and a more radical reform of the
clinical trials regulation is needed.

Conflicts of interest have also been
reported in the elaboration of clinical
guidelines and the definition of diag-
nostic entities and classifications. It
has been reported that a substantial
percentage of the DSM-IV panel mem-
bers had a financial tie with the phar-
maceutical industry (6). With regard to
clinical guidelines, a recent compari-
son of meta-analyses concluded that

“industry supported reviews of drugs
should be read with caution as they
were less transparent, had few reserva-
tions about methodological limitations
of the included trials, and had more fa-
vorable conclusions than the corre-
sponding Cochrane reviews” (7). An
important scientific journal has recent-
ly introduced the concept of “corpo-
rate-sponsored disease”, suggesting
that pharmaceutical companies, with
the collaboration of physicians, are in-
creasing the number of prescriptions
of certain psychotropic agents by mon-
gering diseases (8).

According to some sources, at least
10% of the physicians in Europe and
the US have close relationships to
pharmaceutical companies (9). In
Latin America this percentage may be
even higher. In the last decade, inter-
national pharmaceutical companies
have created close links to local pri-
vate research managing organizations
in order to run multicenter drug trials
with local investigators. In most of the
cases the institutions sponsoring these
trials are the owners of the data.

In Chile, the main medical scientific
societies have proposed formal guide-
lines for a better control of conflicts of
interest (10). However, the limited
awareness of the problem and the
marketing strategies designed by the
industry do not help in this attempt,
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and the practice of disclosure has not
achieved wide currency. A worldwide
collaboration between international
organizations like the WPA and the
World Health Organization with their
national or local counterparts is strong-
ly recommended in this area. 

As Helmchen pointed out (11), one
of the premises of a psychiatric inter-
vention is the trust of the patient in his
therapist, in his knowledge and scien-
tific background. Our patients cannot
lose this confidence. Otherwise, the
role of psychiatry, as we know it, is go-
ing to disappear. An international effort
of the psychiatric community to rede-
fine its relationship with the pharma-
ceutical industry is urgently needed.

Drug companies can be of consid-
erable benefit for the development of
our profession, but only if we learn to

manage this collaboration without
commitments and dependencies, con-
sidering our ethical foundations and
respecting the interest of our patients
over any other form of interest. 
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Premorbid IQ varies across different definitions
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A vibrant interest in the intellectual abilities of psychotic
patients was present in psychiatry and psychology already at
the birth of these disciplines in the 19th century. Kraepelin,
E. Bleuler, Jung and other psychiatrists conducted neuro-
psychological studies in patients with schizophrenia (me-
mory, reaction time, visual stimulation), without, however,
any consistent findings (1,2). 

Today, there is an agreement that cognitive deficits are de-
tectable in many, but not all, patients with schizophrenia
(3,4). The IQ measurements are at the forefront of this “cog-
nitive drive” (5). The term IQ (“intelligence quotient”) does
not refer to any specific modal mental function but to a gen-
eral cognitive ability predictive of educational achievement
and social functioning (6). Large epidemiological studies
(7,8) demonstrated that a low premorbid IQ is a consistent,
albeit weak, risk factor for schizophrenia. The nature of this
association is not clear and is considered as a parcel of a
more general, overarching issue of the relationship between
psychiatric symptoms and cognition. 

The link between symptoms and cognition in schizo-
phrenia is inconsistent across the studies. Negative and dis-
organization symptoms correlate weakly with cognitive dys-
functions (R=0.2-0.3) in some, but not all studies (9-12). An
unaddressed issue concerns the potential relation between
the diagnostic boundaries of schizophrenia and IQ. We
have therefore used the data obtained in a polydiagnostic
study (13) to examine premorbid IQ in schizophrenia diag-
nosed according to four different definitions and to explore
the correlations between IQ and the diagnostic criteria. 

METHODS

The sample consisted of 155 subjects with age <40 years,
consecutively first-admitted to the Department of Psychiatry
at Hvidovre Hospital, whose catchment area corresponds to

the city of Copenhagen, between September 1, 1998 and
September 1, 2000. Exclusion criteria comprised bipolar dis-
order, melancholic depression, organic disorders, and severe
substance abuse. All patients received a 3-5 hour interview
by a senior psychiatrist (PH), including the administration of
the Operational Criteria Checklist (OPCRIT); the Bonn
Scale for the Assessment of Basic Symptoms (BSABS); the
Positive and Negative Syndrome Scale (PANSS); the Glob-
al Assessment of Functioning (GAF) and the Global Assess-
ment Scale (GAS). Three senior clinicians (PH, LJ, JP) com-
pleted a checklist including items required by several sets of
diagnostic criteria for schizophrenia. Computerized algo-
rithms, written for each system according to its operational
criteria, generated schizophrenia diagnoses. The method-
ological details of the study are reported elsewhere (13). 

A clinical psychologist (JN) tested the premorbid intelli-
gence with the DART (Danish Adult Reading Test). The test
consists in reading loud a list of 50 single and short words
with irregular pronunciation. To pronounce them correctly
requires semantic-lexical resources. This test is well-validat-
ed, also in schizophrenia research (14-16).

Twenty-four patients, distributed across all diagnostic
groups, were not included in the analyses because of their
foreign language background, reducing the sample to 131 in-
dividuals. 

Of the originally examined nine polydiagnostic systems
(13), we selected for the current purpose four schizophrenia
definitions, which we considered as being representative of a
broad range of perspectives: the St. Louis criteria (17) (con-
servative, often considered as a “gold standard”), the Flexible
System-Wide (18) (a rather inclusive system and the only tru-
ly polythetic approach), the ICD-8/9 (partly reflective of
Bleuler’s conception of schizophrenia and used in Europe pri-
or to the introduction of the ICD-10), and the ICD-10 (chosen
as a contemporary operational definition,  highly concordant
with the DSM-IV in this particular sample; kappa 0.82) (13). 

The nature of the association between IQ and schizophrenia is still unclear. So far no study addressed this issue in relation to the breadth
or scope of the very concept of schizophrenia. We examined the premorbid IQ in a polydiagnostic study with four classifications of schizo-
phrenia: ICD-8/9, ICD-10, St. Louis and Flexible System-Wide. Only the ICD-10 schizophrenia patients exhibited a significantly lower pre-
morbid IQ. There were suggestive differences between the four examined systems as well as between the ICD-10 paranoid and non-para-
noid subtypes. Exploration of crucial diagnostic features of schizophrenia in relation to IQ revealed associations between low premorbid
IQ and hallucinations as well as negative symptoms. It is concluded that premorbid IQ varies across different definitions of schizophrenia.

Key words: Schizophrenia, premorbid IQ, polydiagnostic study, hallucinations, negative symptoms

(World Psychiatry 2007;6:38-41)
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RESULTS

In our sample of 131 subjects, 84 were diagnosed with
schizophrenia by at least one of the four selected diagnostic
systems. For three of the systems, with the Flexible System-
Wide as an exception, schizophrenia patients scored lower
on the DART than the rest of the sample. For the ICD-10, this
difference was statistically significant (Figure 1 and Table 1). 

The ICD-10 paranoid subtype scored higher on the DART
(mean=38.83) than the non-paranoid subtype (mean=34.36),
but the difference was not significant.

It is clear from Figure 1 that the cells of the diagnostic
subcategories are too small for statistical purposes. None-
theless, it is interesting to note that the 21 subjects with a di-
agnosis of schizophrenia according to all four diagnostic
systems nearly had the lowest mean DART score. 

We explored the Pearson correlation coefficients in the
entire sample between the DART scores and the main indi-
vidual criteria from all four diagnostic definitions. If the cor-
relation reached statistical significance, we re-tested the dif-
ference in DART between all patients who had scored pos-
itively for that particular item and those who had not, with
a p value from a non-parametric Wilcoxon test. The signifi-
cant differences involved the items “hallucinations” and

“absence of organicity”, which are present in the ICD-8/9,
ICD-10, and St. Louis criteria: “non-organic” and non-hal-
lucinating patients exhibited higher premorbid IQ than the
remainder of the sample (Table 2). It is noteworthy that the
Flexible System-Wide, which does not include hallucina-
tions as a criterion, resulted in the highest DART mean
score, and patients with a schizophrenia diagnosis made on-
ly by the Flexible classification (13 subjects) showed the
highest DART mean score (Figure 1). 

The ICD-10 criteria “negative symptoms” and “inability
to meet ordinary demands of life” were close to statistical
significance. The St. Louis system’s item “tangentiality” was
the only other item significantly associated with a low IQ. 

Low scores on DART correlated significantly with low ed-
ucational level (p<0.001) and pre-school childhood learning
and/or behavioural problems (35.5 vs. 38.9 for the remain-
der of the sample; p=0.017), an item scored on historical in-
formation from a variety of sources, while the correlation
with poor premorbid work adjustment approached statisti-
cal significance (p=0.062), and there was no association be-
tween sex and IQ. After Bonferroni’s correction, only the
correlation with educational level remained significant.

The DART scores were lower among the patients rated for
early learning and behaviour disturbances (such as delayed
milestones and significant behavioural or developmental
problems) with and without adjustment for diagnosis. The
effect of this interaction was significant for the ICD-10 cate-
gory of non-paranoid schizophrenia (p=0.02), whereas there
was no effect for paranoid schizophrenia (p=0.49). 

There were no significant associations between the DART
and family history of schizophrenia, age at first contact with
a treatment facility, duration of symptoms and the duration
of untreated psychosis. 

DISCUSSION

It is appropriate first to point to the methodological as-
pects of this study, the trade-off between the size and psy-
chopathological detail. It is clear that the limited sample size
might have been conductive to Type II error, potentially ob-
scuring true existing associations. On the other hand, the
sample was extremely well-examined from the psychopatho-
logical perspective, with a very thorough interview and reli-
able rating of the single diagnostic criteria.

Table 1 Mean scores on the Danish Adult Reading Test in patients with or without schizophrenia diagnosed according to four different
systems

Schizophrenia Non-schizophrenia Two-tailed p*

Diagnosis N Mean SD N Mean SD

ICD 8/9 70 36.37 7.92 61 38.75 6.37 0.060
Flexible System-Wide 69 37.39 7.64 62 37.58 6.98 0.882
St. Louis criteria 33 35.97 8.04 98 37.99 7.01 0.166
ICD-10 30 34.07 9.43 101 38.50 6.25 0.003

*p value from a parametric analysis of equal means in the two groups, confirmed by a non-parametric Mann-Whitney test

Figure 1 Mean scores on the Danish Adult Reading Test in patients
fulfilling the various definitions of schizophrenia and in those without
a diagnosis of schizophrenia
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Table 2 Mean scores on the Danish Adult Reading Test in patients scoring negatively or positively on the individual items of the
various definitions of schizophrenia

Items Not present Present p

N Mean SD N Mean SD

Formal thought disorder 104 37.8 6.6 27 36.3 9.7 0.835
(ICD-8/9, ICD-10, St.. Louis)

Fundamental disturbance of personality 73 38.2 5.8 58 36.6 8.8 0.610
(ICD-8/9)

Tangentiality 107 38.2 6.7 24 34.9 9.1 0.051
(St. Louis)

Flat or blunted affect 78 37.8 7.0 53 36.9 7.8 0.568
(ICD-8/9, ICD-10, Flexible)

Autism 77 38.1 6.1 54 36.5 8.8 0.483
(ICD-8/9)

Disturbed perception 22 41.0 5.6 109 36.8 7.4 0.007
(ICD-8/9)

Hallucinations 69 39.2 5.9 62 35.6 8.2 0.012
(ICD-8/9)

Hallucinations without significant perplexity or disorientation 70 39.2 5.9 61 35.5 8.3 0.008
associated with them
(St. Louis)

Persistent hallucinations in any modality occurring every day 110 38.2 6.6 21 33.8 9.6 0.045
for weeks or months on end
(ICD-10)

Bizarre delusions 113 37.7 6.9 18 36.1 9.6 0.794
(ICD-8/9, ICD-10, Flexible)

Delusions of control, influence, or passivity 121 37.8 6.9 10 33.8 11.0 0.270
(ICD-8/9)

Thought broadcasting 120 37.7 6.9 11 34.7 10.7 0.544
(ICD-10, Flexible)

Catatonia 125 37.5 7.2 6 36.8 10.2 0.783
(ICD-8/9, ICD-10)

Negative symptoms 25 39.3 7.0 106 37.1 7.3 0.094
(ICD-10)

Inability to meet ordinary demands of life 37 39.4 5.8 94 36.7 7.7 0.089
(ICD-8/9, ICD-10)

Social withdrawal 50 38.2 6.8 81 37.0 7.6 0.420
(ICD-10)

The disorder is not attributable to organic brain disease 10 31.2 9.5 121 38.0 6.9 0.023
or to alcohol or drug abuse 
(ICD-8/9, ICD-10)

This study demonstrates that only certain diagnostic def-
initions of schizophrenia are associated with lower IQ.
There is a higher premorbid IQ in the patients diagnosed by
broad definitions, which pick up a higher number of per-
sons with schizophrenia (ICD-8/9 and Flexible System-
Wide). As a function of its lowest number of detected schiz-
ophrenia patients, the ICD-10 may be considered as the
most restrictive system, favouring selection of more chronic
patients with lower IQ. 

Only few psychopathological variables in this study are
related to premorbid intelligence. First, we found that hal-
lucinations correlated with low IQ. Consistent with this as-
sociation, the Flexible System-Wide, which does not in-
clude hallucinations as criteria, defines a patient sub-sam-
ple with the highest mean premorbid IQ. These findings
were unexpected, but they are consistent with the results

from a well-conducted study by Johnson and Miller (19).
Among 101 patients with schizophrenia, those reporting au-
ditory hallucinations scored significantly lower on a battery
of intelligence tests taken at a military draft session. This as-
sociation was not explainable by social background factors,
subtype of schizophrenia or the length of time elapsed be-
tween draft session and hospitalization. Johnson and Miller
(19) concluded that low IQ may reflect a cognitive predis-
position to auditory hallucinations in schizophrenia. 

Second, we found a nearly significant association be-
tween low premorbid IQ and negative symptoms, which is
consistent with certain (but not all) empirical findings
(20,21). A common link to “organicity” implicated in the
low IQ and the negative symptoms is frequently invoked
(22). We can interpret in a similar way the observed corre-
lation of the DART scores with educational level and early
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learning and behavioural problems (most pronounced in
non-paranoid schizophrenia): these variables may point to
a common “neurodevelopmental aberration”, a term prob-
ably signifying several epigenetic processes. The IQ and ed-
ucational level function here as extensive indices of devel-
opmental aberrations in the organism and environment. It
is clear that the idea of a neurodevelopmental pathogenesis
of schizophrenia makes the usual conceptual distinctions
between the pre-morbid and post-onset illness features
much more complex, fuzzy and ambiguous (23). 

A frequent statement in the current literature is that cog-
nitive dysfunctions are the “core features of schizophrenia”
(24,25). However, this statement is difficult to understand,
because there are no unique and stable cognitive findings in
schizophrenia, but only varying patterns of group differ-
ences with quite modest correlations between cognitive
measures and symptomatology. As demonstrated here, the
relationship between IQ and schizophrenia is not inde-
pendent of the diagnostic criteria. As emphasized by sever-
al authors (26,27), persons with schizophrenia perform in
all ranges of the IQ spectrum, and “premorbid cognitive im-
pairment is not a necessary condition for the development
of schizophrenia” (28).
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Mental disorders have a large impact on individuals,
families and communities. Recent epidemiological research
has shown the considerable (and previously underestimat-
ed) burden of these disorders throughout the world (1).
They affect about 25% of all people in their lifetime, with
about equal prevalence in men and women (2,3). Though
usually non-fatal, mental and neurological disorders are
highly disabling. Apart from affecting multiple domains of
functioning, these disorders start early in life and often go
untreated. When treatment is given, it often is inadequate
(4). Neuropsychiatric disorders combined contribute no
less than 12.3% of the entire global burden of disease, as
measured by disability adjusted life years or DALYs. The
share of the total burden due to mental illness varies be-
tween developed countries; in African countries, primarily
due to the disproportionate burden due to communicable,
maternal, perinatal and nutritional conditions (70-75%
compared with 5% in developed countries) (5), the burden
of neuropsychiatric problems is proportionally reduced. 

In Nigeria, evidence from general health care settings
shows that about 10% of adult attendees meet ICD-10 cri-
teria for definite psychiatric disorders (commonly, major
depression, anxiety disorders, somatoform disorders, dys-
thymia and alcohol abuse) (4). The proportion with signifi-
cant psychological distress not meeting the criteria for spe-
cific psychiatric disorders may be even higher, with one
study finding a rate of 25% (6). A recent large scale com-
munity study suggests that about 45 of every 1000 persons
in the community have experienced at least one depressive
episode in their lifetime, while about 12 have done so in the
previous 12 months (7). Also, 65 out of every 1000 men re-
ported a substance use disorder in their lifetime. 

Despite the existence of a national mental health strategy
in Nigeria (8) and the well-documented prevalence of neu-
ropsychiatric disorders in the country (4,6,9,10), resources

currently allocated to meet the needs of persons with these
disorders are extremely meager (considerably less than 1%
of the total health budget, itself no more than 3% of gross
domestic product). For example, recent estimates show that
there are only 4 psychiatric beds, 4 psychiatric nurses and
0.1 psychiatrists per 100,000 population (11). The Institute
of Medicine estimates that, while about 50% affected per-
sons are reached by mental health services in developed
countries, only about 15% are reached in developing coun-
tries. This three-fold treatment gap (12) is exemplified by the
results of a recent survey in Nigeria, which showed that few-
er than 1 of 10 persons with DSM-IV disorders in the previ-
ous 12 months had received any form of treatment (13).
While political will by the government is one of the factors
explaining this grossly inadequate mental health service cov-
erage, a further important constraint relates to the perceived
high cost of effective treatment. Given the extreme scarcity
of resources, evidence is needed to demonstrate to policy
makers both the effectiveness of available interventions and
the overall return on an increased investment in the provi-
sion of a package of key interventions for neuropsychiatric
disorders. Accordingly, the aim of the current study was to
generate an evidence-based case for priority-setting, invest-
ment and service development in mental health in Nigeria.

METHODS

We used a sectoral approach to cost-effectiveness analy-
sis, developed by the World Health Organization (WHO).
WHO’s CHOosing Interventions that are Cost Effective
(CHOICE) project has developed standardized methods
and assembled sub-regional databases on the cost-effec-
tiveness of an extensive range of interventions for leading
causes of disease burden (14). In this approach, and in or-

The study aimed to describe the cost-effectiveness of a selected list of interventions for common neuropsychiatric disorders in a develop-
ing country. Using depression, schizophrenia, epilepsy, and hazardous alcohol use, a sectoral approach to cost-effectiveness analysis de-
veloped by the World Health Organization was contextualized to Nigeria. The outcome variable was the disability adjusted life years
(DALYs). We found that the most cost-effective intervention for schizophrenia is a community-based treatment with older antipsychotic
drugs plus psychosocial support or case management. The most cost-effective interventions for depression, epilepsy, and alcohol use dis-
orders are older antidepressants, with or without proactive case management in primary care, older anticonvulsants in primary care, and
random breath testing for motor vehicle drivers, respectively. Combined into a package, these selected interventions produce one extra
year of healthy life at a cost of less than US $320, which is the average per capita income in Nigeria. 

Key words: Neuropsychiatric disorders, cost-effectiveness, interventions, Nigeria
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der to facilitate comparisons between different regions of
the world, costs have been initially expressed in interna-
tional dollars (an international dollar has the same pur-
chasing power as one US dollar has in the USA); effective-
ness has been measured in terms of DALYs averted (rela-
tive to the situation of no intervention for the disease in
question); and cost-effectiveness has been described in
terms of cost per DALY averted. 

Data on avertable burden at a WHO sub-regional level
have now become available for a wide range of diseases, in-
cluding schizophrenia, depression, alcohol abuse and
epilepsy (15-18). However, the existence of these cost-out-
come data is no guarantee that findings and recommenda-
tions will actually change health policy or practice in coun-
tries. There remains a legitimate concern that global or re-
gional cost-effectiveness results may have limited relevance
for local settings and policy processes. In order to stimulate
change where it may be necessary, there is a consequent
need to contextualize existing regional estimates of cost, ef-
fectiveness and cost-effectiveness to the setting in which
the information will be used, since many factors may alter
the actual cost-effectiveness of a given intervention across
settings (18). In order to contextualize WHO-CHOICE
sub-regional findings down to the level of national or sub-
national populations, a range of data are required: a) data
on local demography, including mortality rates; b) local
epidemiological rates for specified disorders; c) interven-
tion definition, efficacy and adherence; d) treatment cover-
age and setting; e) resource utilization rates and costs of
care for specified disorders.

Based on local clinical experience and health facility ad-
missions/service utilization data, as well as epidemiological
data on the prevalence and associated disability of different

neuropsychiatric disorders in Nigeria (6,7), the following
four priority conditions were identified: depression, schizo-
phrenia, alcohol abuse and epilepsy. A set of key interven-
tions for these disorders was prepared (Table 1). For each of
these priority conditions and interventions, a process of
contextualization was carried out as described below. 

Demography. Regional age- and sex-specific population
and mortality data were substituted with national data for
Nigeria (total population, 115 million).

Epidemiology. Current disease burden figures for schizo-
phrenia, depressive episode, epilepsy and heavy alcohol use,
based on WHO’s Global Burden of Disease and Comparative
Risk Assessment studies for the African sub-region (3), were
reviewed and, where supported by good-quality local data,
revised. Since no recent population-wide survey was avail-
able for schizophrenia, and given the relatively stable esti-
mates found for this particular condition from other African
studies, no revision was made to default regional values. For
depression and heavy alcohol use, up-to-date prevalence da-
ta available from representative sample surveys in the Niger-
ian population (7) were used to revise epidemiological mod-
el parameters. For epilepsy, local data were also used, albeit
derived from relatively small community surveys (9).

Effectiveness. International data sources used to esti-
mate intervention efficacy or effectiveness at the level of
WHO African sub-regions (15-17) were reviewed and al-
tered to better reflect local evidence or expectations. For ex-
ample, parameters underlying the anticipated impact of in-
creased taxes on alcoholic beverages were tailored to the
Nigerian context. The estimated population-level effect of
each intervention – expressed as a percentage reduction in
disability, case-fatality remission or incidence – is summa-
rized in Table 1.

Table 1 Interventions considered for reducing the burden of neuropsychiatric disorders in Nigeria

Disorder Intervention Primary effects %
improvement*

Schizophrenia - Older antipsychotic Disability 2.8
(treatment setting: hospital outpatient; treatment - Newer antipsychotic Disability 3.5
coverage, target: 70%) - Older antipsychotic plus psychosocial treatment Disability 5.6

- Newer antipsychotic plus psychosocial treatment Disability 6.3

Depression Episodic treatment
(treatment setting: primary health care; - Older antidepressant Remission/Disability 6.9/7.7
treatment coverage, target: 40%) - Newer antidepressant Remission/Disability 7.7/8.6

- Psychosocial treatment Remission/Disability 5.6/8.8
- Older antidepressant plus psychosocial treatment Remission/Disability 7.4/8.3
- Newer antidepressant plus psychosocial treatment Remission/Disability 7.8/8.8

Maintenance treatment
- Older antidepressant plus psychosocial treatment Incidence/Remission 7.9/9.0
- Newer antidepressant plus psychosocial treatment Incidence/Remission 8.4/9.6

Epilepsy - Older antiepileptic Remission/Disability 30/21
(treatment setting: primary health care; - Newer antiepileptic Remission/Disability 30/21
treatment coverage, target: 80%)

High-risk alcohol use - Increased taxation on alcoholic beverages (50%) Incidence 5
(as risk factor for disease and injury) - Drink-driving laws and enforcement via breath-testing Fatal injuries 0.05-0.5

- Brief counselling in primary care (coverage: 50%) Remission 3.7

*Estimated population-level intervention effect 
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Coverage and treatment setting. A primary health care
model for mental health care delivery has been proposed
and implemented by a number of developing countries.
Lack of reliable data, however, makes it difficult to deter-
mine the number of persons with psychiatric disorders cur-
rently receiving treatment in this setting. Estimates of cur-
rent coverage, therefore, were mainly based on expert opin-
ion, supplemented where possible by local survey data (7). 

Resource use and costs. For each disorder included in
the analysis, country-specific values were entered into the
model concerning the frequency and intensity of health
care use. Estimates were based on local expert opinion, in-
cluding a Delphi consensus panel survey of 24 mental
health professionals working in different parts of the coun-
try (19). Predicted unit costs in local currency units for pri-
mary and secondary care services (20) were validated
against locally available hospital data, while other default
resource inputs such as salaries of health professionals,
psychotropic drugs and laboratory tests were substituted
with their corresponding local values.

RESULTS

Results are presented to show: the estimated or projected
coverage of each intervention; the effectiveness of the inter-
vention as indicated by an estimation of the DALYs averted
per year by the intervention; the total cost of delivering the
intervention per year, as well as a breakdown of its compo-
nent patient, programme, and training costs; the cost of de-
livering the intervention to one case of the indicated disor-
der per year; and the average cost of averting one DALY by
the intervention. These indices are provided for the extant
situation, represented by the predominant form of interven-
tion for each disorder and the proportion of cases that cur-

rently receive the intervention, as well as for the proposed
intervention at a scaled-up level of coverage.

Table 2 provides summary results for different interven-
tions for schizophrenia. At the current coverage of 20%,
the DALYs saved per year is 2,615 and the cost per DALY
averted is 209,430 Naira (N), corresponding to US$ 2,013
at the mean official exchange rate for 2000. When coverage
is increased to 70% (the maximum level considered feasi-
ble in the foreseeable future), the two interventions for
schizophrenia that can be considered most cost-effective
are community-based interventions which combine older
antipsychotic drugs with psychosocial treatment or case
management. These two interventions avert more DALYs
and at lower costs per DALY (N 66,790 or US$ 642; N
70,806 or US$ 680 respectively). On the other hand, when
the two forms of interventions are implemented with new-
er, atypical antipsychotics, the relatively small extra gains
in DALYs averted are associated with very considerably
higher costs per DALY (N 1,637,168 or US$ 15,742; N
1,778,509 or US$ 17,101 respectively).

Table 3 presents the results for different interventions for
depression. At the current low coverage of 10%, the
DALYs averted is low (11,211) and so is the cost per DALY
averted (N 20,181 or US$ 194). When coverage is increased
to 40%, the intervention which combines older antidepres-
sants with psychotherapy and proactive management is
most cost-effective because it saves more DALYs (120,357)
and at a lower cost than any of the other interventions with
the same coverage. With the same type of intervention us-
ing the newer antidepressants, though the DALY averted is
marginally higher (127,543), the intervention cannot be
considered cost-effective, because the cost per DALY avert-
ed is almost three times higher.

Table 4 presents the results of the intervention analysis
for epilepsy. Two different interventions are compared at

Table 2 Cost-effectiveness of selected interventions for schizophrenia

Intervention Coverage Effectiveness Total cost per year (Naira, millions) Cost per Cost per 
(DALYs averted treated case DALY

per year) Patient Programme Training Total            per year averted

Older antipsychotic 20% 12,615 41,510 137 10 48,548 229,793 8,209,430

Community-based service model:
older antipsychotic 70% 114,081 41,625 141 31 41,798 229,185 8,127,676

Community-based service model:
newer antipsychotic 70% 116,863 48,427 141 31 48,599 248,293 2,882,052

Community-based service model:
older antipsychotic + psychosocial 70% 126,980 41,598 141 62 41,802 229,204 8,66,790
treatment

Community-based service model:
newer antipsychotic+ psychosocial 70% 29,774 48,541 141 62 48,744 249,037 1,637,168
treatment

Community-based service model:
case management with older drug 70% 29,378 17,470 240 93 42,080 210,627 8,70,806

Community-based service model:
case management with newer drug 70% 27,564 48,690 240 93 49,023 250,460 1,778,509

N 104 = US$ 1  (at the mean official exchange rate for 2000)
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two coverage levels. At 50% coverage, both older and new-
er antiepileptics implemented at primary care settings
averted the same number of DALYs per year (105,946).
However, the cost per DALY for the newer drugs is as much
as three times higher than that of the older drugs (N 34,993
or US$ 336 compared with N 10,507 or US$ 101). The re-
sults suggest that older antiepileptic drugs in primary care
implemented at 80% coverage offer the best value for mon-
ey: more DALYs are averted but at a minimal increase in
cost per DALY saved.  

Table 5 shows that, though a 25% increase in the rate of
taxation on alcohol will avert more DALYs, the decrease in
cost per DALY cannot be considered significant (from N
20,134 or US$ 193 to N 18,201 or US$ 175). An increase in

taxation by 50% will achieve little more than 25% taxation
increase, improving DALYs saved but with no substantial
decrease in cost per DALY (from the initial N 18,201 or
US$ 175 to N 17,125 or US$ 165). This is because it is an-
ticipated that tax increases would be accompanied by rises
in the amount of illicit and therefore untaxed consumption
of alcohol (increased production of home-brewed bever-
ages, plus rises in smuggled alcohol). On the other hand,
implementation of random roadside breath-testing for al-
cohol is expected to save considerably more DALYs than
the other interventions and will do so at a considerably
lower cost per DALY of N 8,873 or US$ 85. 

Using the above data, it is possible to construct a profile
of the costs and effects associated with a package of neu-

Table 3 Cost-effectiveness of selected interventions for depression

Intervention Coverage Effectiveness Total cost per year (Naira, millions) Cost per Cost per 
(DALYs averted treated case DALY

per year) Patient Programme Training Total            per year averted

Older antidepressant in primary care 10% 11,211 226 0 0 226 765 20,181

Older antidepressant in primary care 40% 69,608 5,255 70 42 5,367 4,680 77,105

Newer antidepressant in primary care 40% 77,244 23,039 70 42 23,151 20,274 299,714

Brief psychotherapy in primary care 40% 69,101 8,044 70 78 8,192 7,096 118,548

Older antidepressant + psychotherapy 40% 74,269 8,745 70 93 8,908 7,788 119,938

Newer antidepressant + psychotherapy 40% 78,891 25,575 70 93 25,738 22,560 326,246

Older antidepressant + psychotherapy
+ proactive case management 40% 120,357 9,004 126 102 9,233 5,517 76,710

Newer antidepressant + psychotherapy
+ proactive case management 40% 127,543 33,435 126 102 33,663 20,242 263,933

N 104 = US$ 1 (at the mean official exchange rate for 2000)

Table 4 Cost-effectiveness of selected interventions for epilepsy

Intervention Coverage Effectiveness Total cost per year (Naira, millions) Cost per Cost per 
(DALYs averted treated case DALY

per year) Patient Programme Training Total            per year averted

Older antiepileptic in primary care 20% 30,928 413 0 0 413 2,637 13,339

Older antiepileptic in primary care 50% 105,946 985 88 40 1,113 2,868 10,507

Older antiepileptic in primary care 80% 169,514 1,676 142 85 1,903 3,065 11,228

Newer antiepileptic in primary care 50% 105,946 3,492 88 40 3,620 9,327 34,169

Newer antiepileptic in primary care 80% 109,514 5,705 142 85 5,932 9,552 34,993

N 104 = US$ 1  (at the mean official exchange rate for 2000)

Table 5 Cost-effectiveness of selected interventions for heavy alcohol use

Intervention Coverage Effectiveness Total cost per year (Naira, millions) Cost per 
(DALYs averted DALY

per year) Patient Programme Training Total            averted

Current scenario (tax at current rates) 95% 124,988 690 503 30 503 20,134

Increased taxation (current + 25%) 95% 127,641 690 503 30 503 18,201

Increased taxation (current + 50%) 95% 129,378 690 503 30 503 17,125

Brief advice/counseling in primary care 50% 112,866 698 100 30 828 64,400

Roadside breath-testing
(including non-fatal injuries) 80% 109,490 690 972 30 972 68,873

N 104 = US$ 1 (at the mean official exchange rate for 2000)
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ropsychiatric care, characterized by the following criteria:
a) selection of one intervention for each of the studied neu-
ropsychiatric conditions; b) implementation of a communi-
ty-based outpatient service model for schizophrenia and
primary care treatment for other conditions (depression,
epilepsy, heavy alcohol use); c) adoption of combined
pharmacological-psychosocial treatments where such ap-
proaches are more cost-effective than drug treatment alone;
d) reliance on older psychotropic drugs (neuroleptics such
as haloperidol for schizophrenia, tricyclic antidepressants
such as imipramine for depression, and phenobarbital or
phenytoin for epilepsy).

Table 6 provides summary results for such an interven-
tion package. Each of these interventions represents an ef-
ficient choice out of all those considered for the particular
condition. Schizophrenia has the highest cost per treated
case (N 9,204 or US$ 88 per year), but depression absorbs
the highest proportion of total costs (more than half), ow-
ing to its considerably greater prevalence in the population
(over N 5,000 million per year, equivalent to US$ 41.2 mil-
lion). Highest returns in terms of health outcome and cost
per unit of outcome are for epilepsy treatment and roadside
breath-testing (over 100,000 DALYs averted per year, each
at a cost of N 9,000-11,000, corresponding to US$ 100 or
less). The total annual cost of the package amounts to more
than 9 billion Naira (US$ 88 million), equivalent to 80
Naira (US$ 0.77) per capita across the Nigerian population
of 115 million inhabitants.

DISCUSSION 

Unquestionably, there is a wide gap between the burden
of neuropsychiatric disorders and available resources to ad-
dress this burden in Nigeria, just as is the case in many oth-
er developing countries. In the context of such a limited re-
source envelope, there is an even greater need for decisions
about what money is to be spent on to be guided by evi-

dence. Cost-effectiveness analysis enhances allocative effi-
ciency and is used to evaluate the cost and health effects of
specific interventions. By indicating the interventions that
produce best value for money, it could guide policy makers
in decision making.

In this study, the relatively greater efficiency of some in-
terventions over others has been demonstrated. It is clear
that a modest investment of resources into a range of cost-
effective interventions has the potential to markedly reduce
the existing burden of neuropsychiatric disorders in Nige-
ria. In the package herein described, the key inputs consist
of patient-level costs (composed mainly of direct costs of
medication and health facility visits), programme costs
(composed essentially of capital and recurrent infrastruc-
tural expenditures) and training costs. Except for preven-
tive interventions aimed at curbing high-risk drinking in
the population, much of the total cost is made of patient
cost, and the other components constitute a relatively small
proportion. At current practice, much of the patient cost
comes directly from consumers as out-of-pocket payments,
since there is no national health insurance and no social
welfare programs. In order to expand coverage from the
currently low rates to the target coverage levels employed
in this study, at least some of the financial burden on con-
sumers from having to make out-of-pocket payments for
service needs to be relieved. Thus, other than the pro-
gramme and training costs that come from government
sources, there is a need for some additional provision for
more patient costs to be borne by the government. Even
with this proviso, the total financial outlay of government is
still likely to be relatively small (less than one US dollar per
capita). Without a doubt, an increase in government spend-
ing has the potential to produce a more cost-effective set of
interventions and save more DALYs than is the current sit-
uation. For example and as shown in Table 4, an increase in
coverage from the current 20% to 80% in the treatment of
epilepsy would increase total spending from 413 million to
1,903 million Naira. At the current situation of 20% cover-

Table 6 Costs and effects of an efficient intervention package for neuropsychiatric conditions in Nigeria

Condition Intervention Coverage Effectiveness Total cost per year (Naira, millions) Cost per Cost per
(DALYs averted treated case DALY

per year) per year averted
Patient Programme Training Total

Schizophrenia Older antipsychotic+
psychosocial treatment 70% 26,980 1,598 141 62 1,802 9,204 66,790

(community-based model)

Depression Older antidepressant
in primary care 40% 69,608 5,255 70 42 5,367 4,680 77,109

Epilepsy Older antiepileptic
in primary care 50% 105,946 985 88 40 1,113 2,868 10,507

Hazardous Roadside breath-testing 80% 109,490 0 972 0 972 - 8,873
alcohol use of motor vehicle drivers

Cost per capita
Total package 312,024 7,839 1,270 144 9,254 80 29,658

N 104= US$ 1 (at the mean official exchange rate for 2000)
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age, what the government spends is relatively negligible,
being mainly as part of direct patient cost. If coverage is in-
creased to 80%, spending by government would increase
slightly more than 12% of the total cost (being largely mon-
ey spent on programmes and training). However, there will
be a gain in efficiency, as reflected in a decrease in cost per
DALY saved from the current N 13,339 to N 11,228. 

It is noteworthy, however, that the structure needed to
implement the intervention package is a crucial element in
the projections and such structure is not currently available
in the country. The health system necessary to implement
these interventions will require better coordination of the
various elements of service delivery, with particular empha-
sis on the ability of the primary care component to fulfill
the projected role. A well-organized primary health care
service which can deliver the envisaged interventions is
presently not on the ground. The reorganization of the pri-
mary care service would involve re-training of the workers
at this level of the health care system, provision of essential
drugs for specified disorders, and better integration into the
other tiers of the system. With this in place, a well-coordi-
nated referral system would be available to serve as support
for the primary care program. 

We recognize several caveats concerning the use of re-
sults from this analysis in formulating policy for the deliv-
ery of service to persons with mental and neurological dis-
orders. As good as cost-effective analysis may be in en-
hancing allocative efficiency, a number of criticisms have
been leveled against the methodology. One such criticism is
that the process is complicated, expensive and requires a
lot of data which are not readily available in many develop-
ing countries, including Nigeria. In addition, some esti-
mates (for example, relating to expected resource utiliza-
tion patterns) are based on the opinion of a group of men-
tal health experts, in which case the opinions of other
health care providers, interest groups or beneficiaries may
not necessarily be fully reflected.

Also, although cost-effective evidence relating to inter-
ventions is informative in itself, it is not the end of the ana-
lytic process. Rather, it represents a key input into the broad-
er task of priority setting. Other inputs affect decision mak-
ing: the needs for equitable distribution of available re-
sources, to attend to the health requirements of special or
vulnerable populations, and to attend to emergencies, for ex-
ample those resulting from an unforeseen disaster, are addi-
tional inputs that have to be considered. Also important is a
consideration of public expectations. For the task of analy-
sis, therefore, the purpose is to go beyond efficiency con-
cerns only and establish combinations of cost-effective inter-
ventions that best address stated goals of the health system,
including improved quality of care and reduced inequalities.
Other allocative criteria against which cost-effectiveness ar-
guments need to be considered include the relative severity
and the extent of spillover effects among different diseases,
the potential for reducing catastrophic household spending
on health, and protection of human rights. Thus, priority set-

ting implies a degree of trading-off between different health
system goals, such that the most equitable allocation of re-
sources is not necessarily the most efficient one. 

It is also worthy of note that we have built our estimates
on current prices of newer medications. Many of such med-
ications are still on patents and therefore carry high pur-
chase costs. However, should generic forms of the medica-
tions become available, the picture could change dramati-
cally in regard to their cost-effectiveness, especially given
the low side effect burden and the higher prospect of treat-
ment adherence that some of the newer medications may
offer. Therefore, it is essential that our results should not be
taken as implying that patients from low-resource countries
should be permanently excluded from the benefit that new-
er medications can offer. 

The current level of funding for health (3%) in Nigeria is
widely considered to be quite inadequate to meet the identi-
fied health needs of the population. Inevitably, what comes
to mental health services, which is at the moment not clear-
ly defined, cannot meet the needs of the improved service
implied in the intervention package described here. Overall
improvement in funding is necessary and a clearer line of
funding for mental health service should be available. At the
moment, it is difficult to identify any relative neglect of men-
tal health service funding with a view to drawing attention
to it. In other words, out of sight, out of mind.

Currently, the organization of the health system in Nige-
ria is loose and uncoordinated. In particular, the primary
care system, an essential tool for the delivery of the inter-
ventions described in this report, is incapable of meeting
the many challenges implied by a more adequate level of
health care delivery. Better training of the staff is required
and so is better integration of its service with those provid-
ed at the other tiers. A structured link with the secondary
tier is required, so that primary care staff can get the super-
vision and support they need and have a better defined re-
ferral system. Of course, provision of essential medication
on a regular basis is necessary. In short, a more efficient
service that can benefit from the results of cost-effective-
ness analysis such as the one presented herein can only
come through a process of major reorganization of the
health system in Nigeria. What we have described here is
practicable and affordable, but only within the context of
those changes and reorganization.

References

1. Ustun TB, Rehm J, Chatterji S et al. Multiple informant ranking of
the disabling effects of different health conditions in 14 countries.
Lancet 1999;354:111-5.

2. Almeida-Filho N, Mari JJ, Centinho E et al. Brazilian multicentric
study of psychiatric morbidity. Methodological features and preva-
lence estimates. Br J Psychiatry 1997;171:524-9.

3. World Health Organization. The world health report 2001. Mental
health: new understanding, new hope. Geneva: World Health Or-
ganization, 2001. 

4. Gureje O, Odejide OA, Olatawura MO et al. Psychological prob-

IMP. 42-48  26-01-2007  11:34  Pagina 47



48 WWoorrlldd  PPssyycchhiiaattrryy  66::11  --  February 2007

lems in general health care: results from the Ibadan centre. In: Us-
tun TB, Sartorius N (eds). Mental illness across the world in gen-
eral health care: an international study. Chichester: Wiley, 1995:
157-73.

5. World Health Organization. The world health report 2000. Health
systems: improving performance. Geneva: World Health Organi-
zation, 2000.

6. Gureje O. Psychological disorders and symptoms in primary care:
association with disability and service use after 12 months. Soc
Psychiatry Psychiatr Epidemiol 2002;37:220-4.

7. WHO World Mental Health Survey Consortium. Prevalence,
severity and unmet need for treatment of mental disorders in the
World Health Organization World Mental Health Surveys. JAMA
2004;291:2581-90.

8. Federal Ministry of Health. The national mental health policy for
Nigeria. Abuja: Government of Nigeria, 1991.

9. Osuntokun BO, Adeuja AO, Nottidge VA et al. Prevalence of the
epilepsies in Nigerian Africans: a community-based study. Epilep-
sia 1987;28:272-9. 

10. Gureje O, Lasebikan V, Kola L et al. Lifetime and 12-month preva-
lence of mental disorders in the Nigerian survey of mental health
and wellbeing. Br J Psychiatry 2006;188:465-71.

11. World Health Organization. Atlas: mental health resources in the
world. Geneva: World Health Organization, 2001.

12. Gulbinat W, Mandescheid R, Baingana R et al. The International
Consortium on Mental Health Policy and Services: objectives, de-
sign and project implementation. Int Rev Psychiatry 2004;16:5-17.

13. Gureje O, Lasebikan VO. Use of mental health services in a de-
veloping country: results from the Nigerian survey of mental
health and wellbeing. Soc Psychiatry Psychiatr Epidemiol 2006;
41:44-9.

14. Edejer T, Balttussen R, Adams T et al (eds). Making choices in
health: WHO guide to cost-effectiveness analysis. Geneva: World
Health Organization, 2003.

15. Chisholm D. Cost-effectiveness of first-line anti-epileptic drug
treatments in the developing world: a population-level analysis.
Epilepsia 2005;46:751-9.

16. Chisholm D, Sanderson K, Ayuso-Mateos JL et al. Reducing the
global burden of depression: a population-level analysis of inter-
vention cost-effectiveness in 14 epidemiologically-defined sub-re-
gions (WHO-CHOICE). Br J Psychiatry 2004;184:393-403.

17. Chisholm D, Rehm J, van Ommeren M et al. Reducing the global
burden of heavy alcohol use: a comparative cost-effectiveness
analysis. J Studies Alcohol 2004;65:782-93.

18. Hutubessy R, Chisholm D, Tan Torres T. Generalized cost-effec-
tiveness analysis for national-level priority-setting in the health
sector. Cost Effectiveness and Resource Allocation 2003;1:8.

19. Ferri F, Pourabbas E, Rafanelli M et al. A system to define and al-
locate health care resources on a territory to improve the life qual-
ity of the populations in developing countries. Comput Biomed
Res 1997;30:379-402.

20. Adam T, Evans D, Murray CJ. Econometric estimation of country-
specific hospital costs. Cost Effectiveness and Resource Allocation
2003;1:3. 

IMP. 42-48  26-01-2007  11:34  Pagina 48



49

Australian and New Zealand contribution
to international mental health research publications:
a survey of high-impact journals

RESEARCH REPORT

JOSHUA WHITE1,2, VIKRAM PATEL1,3, HELEN HERRMAN1,4

1Mental Health Division, George Institute for International Health, Royal Prince Alfred Hospital, Camperdown, New South Wales, 2050, Australia;
2St. Vincent’s Mental Health Service, P.O. Box 2900, Fitzroy, Victoria, 3065, Australia; 3Department of Epidemiology and Population Health, London School
of Hygiene and Tropical Medicine, London WC1E 7HT, UK; 4Australian International Health Institute and School of Population Health,
University of Melbourne, Victoria, 3010, Australia

Traditionally, health research, including mental health
research, has arisen mostly from highly developed countries
of North America and Western Europe and from Australia
and New Zealand (ANZ), where resources and expertise
are readily available. Countries outside these regions have
been poorly represented in research, a situation recognized
in 1990 by the Commission on Health Research for Devel-
opment (1) as the “10/90 gap”: of US$ 73 billion invested
annually in global health research, less than 10% is devoted
to problems that account for 90% of the global burden of
disease (measured in disability adjusted life years, DALYs)
(2). Thus, research activity is greatest in highly developed
Western countries, not in the low and middle-income coun-
tries where more than 85% of the world’s population lives
and the global disease burden is greatest (3).

The Global Forum for Health Research (4) aims to cor-
rect the “10/90 gap” and focus research efforts on the dis-
eases and risk factors that account for the highest disease
burden worldwide. Mental and neurological health has
been declared one of eleven priority conditions by the Glob-
al Forum, based on its high contribution to the global bur-
den of disease, and a projected future increase in burden.
For example, by 2020 depression is expected to become the
leading cause of disability worldwide, and the second lead-
ing cause of overall disease burden (2,3). One important
reason for this projection is the demographic transition
expected in many populous low and middle-income coun-

tries (3,5), which will lead to many more people in these
countries entering the age of risk for mental disorders.

Mental illness reduces individual capacity to acquire edu-
cation, participate in economic activities and break the
cycle of poverty, while also increasing health care and social
costs (3,6,7). These issues are critical to development in low
and middle-income countries, as are a range of other prob-
lems that are closely related to mental health, including gen-
der inequity, HIV/AIDS, child and adolescent develop-
ment, natural disasters, crime and violence. It is important,
therefore, that international mental health research includes
countries that are culturally diverse and at various stages of
development. Research in population and primary health
settings, particularly in low and middle-income countries, is
necessary to provide a local, rational basis to set priorities,
to determine the efficacy and quality of interventions and to
ensure efficient allocation of resources (3). The Global
Forum also advocates the need for health authorities, clini-
cians and planners in developing countries to have greater
access to research of this nature (4).

High-impact journals are an important medium for dis-
semination of high quality research. High-impact journals
contain the most widely read and cited research, and are
often the most accessible, available in many countries in
either paper or electronic format. However, much published
mental health research is of limited value to a truly interna-
tional audience. Only six percent of literature in several

Most mental health research published in high-impact journals originates from developed countries in North America and Western Europe
and from Australia and New Zealand (ANZ), where only a minority of the world’s population exists. We examined the contribution of the
ANZ research community to the literature on international mental health in regard to countries outside this dominant group. A literature
search was conducted with two phases: a PubMed search of mental health articles by ANZ authors in twelve high-impact local and inter-
national journals over three years (2001-2003); and a hand search of the Australian and New Zealand Journal of Psychiatry (ANZJP) over
ten years (1994-2003). Four percent of mental health articles published by ANZ authors in selected high-impact journals related to inter-
national mental health in countries outside ANZ, North America and Western Europe. Six percent of the articles published in the ANZJP
represented countries outside this dominant group, and ANZ authors contributed to 30% of those articles. Hong Kong and Singapore were
the most frequently represented countries. Sixty-five of 78 selected articles were original research. Descriptive epidemiological studies and
case reports were the commonest study designs. Psychotic illness was the most frequently studied mental disorder. Most studies were con-
ducted in specialist mental health services. Thus, relatively little of the work published by the ANZ mental health research community in
local and other high-impact journals related to international mental health in countries outside ANZ, North America and Western Europe.
Countries with the lowest incomes and highest populations were particularly under-represented, and there was relatively less research in
community settings or on mental health problems known to account for the highest global burden of disease.

Key words: Research, international mental health, Australia, New Zealand, collaboration
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high-impact psychiatric journals surveyed recently was pub-
lished from regions of the world outside North America,
Europe and ANZ (8). Reasons put forward for this inequity
include low clinical and research capacity in poorer coun-
tries, language barriers, resource constraints, high clinical
loads, low priority of mental health, and low international
representation on editorial boards of journals (9-12).

This paper examines the contribution by ANZ mental
health research resources to close the “10/90 gap” in regard
to international mental health. The term international men-
tal health research is used in this study to emphasize those
countries outside ANZ, North America and Western
Europe that have traditionally been under-represented in
high-impact psychiatric literature. Most of these countries
are low or middle-income according to human develop-
ment indices (13), but high-income countries such as Sin-
gapore are also of interest, being culturally distinct from the
dominant group of high-income Western countries.

We aimed first to determine the publication record of
ANZ researchers. Australia currently ranks fifth in the
world for total psychiatry/psychology publications and cita-
tions (14), an indicator of high national capacity for quality
research. We sought to estimate the contribution by ANZ
authors to international mental health articles, and their
participation in collaborations with international col-
leagues. Our second aim was to examine the representation
of international mental health in the Australian and New
Zealand Journal of Psychiatry (ANZJP), and compare this
with the results of a similar survey of high-impact interna-
tional psychiatric journals (8). We focused on the ANZJP as
the mental health journal with the highest impact factor
published in the Asia-Pacific region, and arguably an impor-
tant means of disseminating international mental health
research to the region. Our third aim was to characterize the
publications identified in our search, including countries
represented, sources of funding and nature of research.

METHODS

Journal search

A PubMed search was performed over the period 2001-
2003 for mental health articles published by ANZ authors in
six high-impact international mental health journals:
Archives of General Psychiatry, American Journal of Psy-
chiatry, British Journal of Psychiatry, Psychological Med-
icine, Acta Psychiatrica Scandinavica, and Addiction.
Articles by ANZ authors were identified by the search term
“Australia OR New Zealand”. Four international general
medical journals were also searched through PubMed from
2001 to 2003 (New England Journal of Medicine, Lancet,
British Medical Journal, Journal of the American Medical
Association); and two local general medical journals (Med-
ical Journal of Australia and Australia New Zealand
Journal of Public Health). The search strategy used was

“mental OR substance abuse OR suicide OR self-inflicted
injury”. These twelve local and international, mental health
and general medical journals were chosen because they are
high-impact journals in which ANZ authors often publish
mental health research. All issues of the ANZJP from 1994
to 2003 were hand searched and each article examined indi-
vidually to identify eligible international mental health arti-
cles. A longer ten-year search period was chosen because
the ANZJP was published bi-monthly, whereas most of the
others were published weekly or monthly. 

Selection of eligible articles

Articles were eligible for inclusion in the study if they were
about mental health in a country outside ANZ, North Ameri-
ca or Western Europe; thus, high-income countries in the
Asia-Pacific region, such as Singapore, were also included in
this category. Articles about immigrants from eligible countries
living in ANZ, North America or Western Europe were not eli-
gible. We used a broad definition of mental ill-health, includ-
ing publications about mental disorders, substance abuse, sui-
cide and self-inflicted injury. Articles were only eligible if they
were original research papers, reviews or editorials/commen-
taries. Correspondence, news articles and book reviews were
not eligible. An irregular series of additional commentaries on
research articles in the ANZJP were also excluded.

Content analysis

All eligible articles were analysed to identify several fea-
tures, including the country or countries of interest in the arti-
cle. The address of each author was examined to determine
whether ANZ and/or international authors contributed to the
article, and whether or not there was international collabora-
tion. Collaboration was deemed to have occurred when
researchers from both ANZ and the country of interest in the
article were listed as authors. Declarations of funding for all
eligible articles were also recorded. Original research articles
were then identified and analysed to determine: the study
design, mental disorders studied, and participant settings.
Articles were deemed original research papers if they involved
data collection or novel analysis of existing data (15). 

RESULTS

Contribution of ANZ authors 

Over the search period, ANZ authors contributed to thir-
ty-two international mental health articles about countries
outside ANZ, North America and Western Europe. Twelve
eligible articles were published in the twelve high-impact
local and international journals (2001-2003), representing
4% of the 316 mental health articles published by ANZ
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authors in those journals. No articles were found among
136 mental health articles in the two local journals, the
Medical Journal of Australia and the Australia and New
Zealand Journal of Public Health. Twenty eligible articles
appeared in the ANZJP (1994-2003), representing 30% of

66 eligible international mental health articles in the jour-
nal. ANZ authors collaborated with international authors
from the countries of interest in the articles on twenty occa-
sions: twelve articles in the ANZJP and eight in the twelve
other high-impact journals. Table 1 shows the origin of
authors who contributed to eligible international mental
health articles in the selected journals.

Representation of international
mental health in the ANZJP

Our search of the ANZJP showed that, of 1052 articles
published in the period 1994-2003, 66 articles (6%) were
about international mental health in countries outside
ANZ, North America and Western Europe. Fifty (of 66)
articles were contributed by first authors from the country
of interest in the article, fourteen by ANZ first authors, and
two by first authors from North America/Western Europe. 

Representation of countries

Of 78 eligible articles (66 from the ANZJP, 12 from other
journals), the majority (77%) were about Asian-Pacific
countries: Hong Kong (16), Singapore (15), India (5),
Malaysia (5), Taiwan (4), China (3), Vietnam (3), Fiji (3),
Thailand (2), Japan (1), East Timor (1), South Korea (1) and
not specified (1). Other countries represented were South
Africa (5), Israel (3), Nigeria (2), Iran (1) and Croatia (1).
Three articles were set in multiple countries, and three arti-
cles did not specify countries. Table 2 shows that, among eli-
gible articles identified in the search, countries with lower
populations and higher development status (according to
human development index, HDI) (13) were represented
most frequently.

Types of publications

Of 78 eligible articles, 65 (83%) were original research
papers, eleven (14%) were reviews and two (3%) were edi-
torials/commentaries. Table 3 shows that descriptive epi-
demiological studies (27 of 65) and case reports (19 of 65)

Table 3 Study design, mental disorder studied and participant setting for 65 eligible international mental health research articles

Study design Mental disorder Participant setting

Epidemiological 27 Psychotic illness 20 Specialist mental health 41
Case report 19 Affective/anxiety disorder 14 Community 17
Intervention trial 5 Psychiatric symptoms 7 Primary care or general hospital 9
Methodological 5 Child/adolescent 7
Health service 5 Suicide/self-harm 5
Biological 3 Multiple mental disorders 5
Other 1 Substance abuse 3

Dementia 3
Personality disorder 1

Table 1 Origin of authors for eligible international mental health
(IMH) articles

Origin of author(s) Total IMH articles Total IMH articles
by ANZ authors in ANZJP

in selected journals (1994-2003)
(2001-2003)

International only - 44
ANZ only 4 8
ANZ and international 4 11
ANZ, international and Euro-American 4 1
International and Euro-American - 2

ANZ - Australia and New Zealand; ANZJP - Australia and New Zealand Jour-
nal of Psychiatry

Table 2 Total publications and funding support for 78 eligible
international mental health articles by country, showing country
population and human development index (HDI) 

Subject country Population Total Publications 
(million) publications funded

High HDI countries
Hong Kong 6.9 16 1
Singapore 4.1 15 4
Japan 127.3 1 0
South Korea 47.1 1 1

Medium HDI countries
China / Taiwan 1285.2 7 5
India 1033.4 5 2
South Africa 44.4 5 0
Malaysia 23.5 5 1
Vietnam 79.2 3 0
Israel 6.2 3 0
Fiji 0.8 3 0
Thailand 61.6 2 0
Iran 67.2 1 0
Croatia 10.3 1 0

Low HDI countries
Nigeria 117.8 2 1
East Timor not known 1 0

Multiple countries or not known 7 2
country not specified
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were the commonest study designs; psychotic illness (20 of
65) was the most frequently studied mental disorder, and
the commonest study setting was in specialist mental health
services (41 of 65).

Funding

Of 78 eligible international mental health articles, 17
(22%) declared funding support. Twenty-six grants were
declared, from 24 funding agencies. Fourteen grants were
obtained from agencies in the country of interest, seven
from North America or Western Europe and five from ANZ
sources. Articles with international collaborations were
funded (9 of 22) more frequently than those published by
authors from ANZ or the country of interest alone (8 of 56).

DISCUSSION

While ANZ researchers contribute significantly to mental
health research, only 32 articles about international mental
health were contributed to our selected journals over the
search period. A low proportion (4%, or 12 out of 316) of
research articles published in the 12 high-impact local and
international journals over the 3-year search period related
to international mental health. Only 20 eligible articles were
contributed to the ANZJP by ANZ authors over the 10-year
search period. ANZ authors collaborated with internation-
al colleagues in a small proportion of eligible international
mental health articles: a total of 20 articles (12 in ANZJP, 8
in other high-impact journals). 

Our literature search also shows that there is a low repre-
sentation (6%) of international mental health research in the
ANZJP, the mental health journal with the highest impact
factor published in the Asia-Pacific region. This level of rep-
resentation is similar to that reported in a literature search of
six high-impact European and North American mental
health journals (8). Similar levels of representation from low
and middle-income countries have been reported in tropical
medicine (16), cardiovascular (17) and HIV/AIDS literature
(18). Our results are therefore consistent with the Global
Forum’s assertion regarding the existence of the “10/90 gap”.

We acknowledge a number of limitations in our research.
We are confident of our results from the ANZJP as the litera-
ture search was performed by hand. However, our search
strategy of the six international mental health journals may
have missed eligible articles if the ANZ author was not the
first author. Our search strategy for the six general medical
journals may also have missed eligible articles if they did not
contain the search terms “mental”, “substance abuse”, “sui-
cide” or “self-inflicted injury”. We believe, however, that only
a small number of articles may have been missed. Our classi-
fication included all countries outside ANZ, North America
and Western Europe, rather than aligning with international
indicators of development. Thus, articles about high-income

countries such as Singapore were assigned to the same group
as low and middle-income countries such as East Timor and
India. This classification was chosen because our primary
intention was to describe research from countries outside the
dominant Euro-American strand of biomedical research,
rather than by level of development. Nevertheless, the major-
ity of eligible countries were low or middle-income, and this
classification also enabled comparison with a previous inter-
national study of psychiatric literature (8). We acknowledge
that ANZ researchers may have contributed articles about
eligible countries of interest to journals in those countries
rather than the high-impact journals we selected. We select-
ed high-impact journals because research published in these
journals has a greater potential benefit to these countries – for
example, by virtue of being indexed on databases, and more
easily accessed and disseminated in developing countries (4).
Furthermore, most journals from developing countries are
not indexed and we did not have the resources to search local
literature from all the world’s developing countries.

Most of the eligible international mental health articles
were from or about countries with a small population and
high HDI, such as Hong Kong and Singapore. Mega-coun-
tries with medium HDI, such as China and India, were rep-
resented to a lesser degree. Only two countries with low
HDI were represented: Nigeria and East Timor.

Only some of the sixty-five eligible mental health articles
have strong public health interest. Most studies (41 articles)
were conducted in specialist mental health settings, rather
than in the general population or primary care settings.
Nineteen studies were clinical case reports. Furthermore,
the commonest disorder studied was psychotic illness (20
articles), with fewer on depression (14 articles), the leading
mental health cause of the global disease burden (2). 

Five priority areas of international mental health research
have been identified for low-income countries (5). These
priority areas for research include the generation of cultur-
ally informed epidemiological databases, intervention eval-
uations, prevention approaches, women’s mental health
and violence (5). We found little research of this nature.
Twenty-seven epidemiological studies were found, but only
five intervention studies and one study about violence.
There were no studies specifically about women’s mental
health or prevention.

Thus, despite the strength of mental health research
resources, ANZ contribution to international mental health
research, as evidenced by publications in high-impact jour-
nals, is relatively limited. We can only speculate on the rea-
sons for this low representation. One reason may well be
that journals representing national psychiatric societies,
such as the ANZJP, are more likely to favour research which
has a bearing on their primary readership. While a group of
25 editors representing high-impact mental health journals
recently undertook to facilitate the publication of research
that addresses the large unmet mental health needs in low
and middle-income countries (9), the collaborative efforts
of researchers, governments and funding bodies are needed.  
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Low research capacity in developing countries is an
important reason for the current situation, and capacity
building is a central focus of the Global Forum for Health
Research’s efforts to close the “10/90 gap”. The ANZ research
community, along with counterparts in North America and
Western Europe, could participate in the process of setting
priorities in mental health and in building research capacity
of individuals and institutions internationally, particularly in
low and middle-income countries. Through collaborative
work, they could jointly plan or assist the design and conduct
of research, the analysis of results, the application of research
findings, the training of researchers, and the development of
local journals and information networks. Great mutual bene-
fit could be derived from actively promoting collaborative
research with international colleagues. 

According to the World Health Organization (WHO)
Commission on Macroeconomics and Health (19), in deve-
loping countries, investments in health (including
research) have higher rates of return than in any other sec-
tor of the economy: on average US$ 3 per US$ 1 invested,
often more. The Commission recommended a seven-fold
increase in donor assistance for health, with at least 5%
devoted to research, and also advised governments of
developing countries to expand their health and research
budgets. Research funding is obviously crucial to the devel-
opment of international mental health research in the Asia-
Pacific region. All but seventeen eligible articles in our
search were based on work undertaken without (declared)
research grant support. Only five grants were obtained
from ANZ sources. It would appear that ANZ research
bodies and development agencies have made a relatively
modest contribution to international mental health. By
contrast, the UK Department for International Develop-
ment (DFID) (20) and the US National Institute of Mental
Health (NIMH) (6) have both recently incorporated inter-
national mental health into their programs. 

What contribution to international mental health research
should ANZ mental health researchers make? How much
coverage should be devoted to international mental health
research in high-profile journals such as the ANZJP? These
questions cannot be addressed purely from a scientific per-
spective: a global, ethical perspective that acknowledges his-
toric socio-economic inequities must be incorporated. Many
factors restrict the opportunities for international mental
health research. Nonetheless, we believe that ANZ, together
with the other wealthier countries, have the necessary
resources, financial and technical, to play a much greater
role in promoting the mental health of populations in less
well resourced countries in the world through research and
publications. 
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European psychiatry: moving towards integration
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There is evidence that European psychiatry is becoming
more integrated and harmonized. This process is being
driven by the Treaty of Rome which created the Economic
Union, the subsequent Treaty of Maastricht and more
recently the integrationist “Constitution”. This Constitu-
tion could facilitate more shared decisions in the enlarged
Europe, and increased co-operation on foreign policy,
finance as well as welfare programmes. 

It is hoped that these political processes will lead also to
increased harmonization of medical training and training
standards. As doctors are more likely to migrate across na-
tional boundaries, establishing the equivalence of under-
graduate and postgraduate training, including continuing
professional development, becomes a crucial priority at
the present time.

It is within this new socio-political context that any con-
sideration of community mental health services in Europe,
and understanding of the effects of migration, disasters and
terrorism which trigger mental disorder, should take place.

Interestingly, the European Union (EU) and the WPA
were both founded after the Second World War, in part as a
response to the need to bring countries closer together, to
reduce the possibility of a third European conflagration and,
for WPA, to share psychiatric expertise across the world. 

Globalization, international terrorism and natural disas-
ters have in more recent decades shown that events in
Europe and elsewhere in the world affect us all. The terror-
istic attack of September 11 in the US did indeed “shake up
the pieces in the global kaleidoscope” so that patterns yet
to emerge are unknown. 

On May 1, 2004, ten countries (the Baltic States, Slova-
kia, Slovenia, Poland, Hungary, Czech Republic, Malta and
Cyprus) joined the EU, followed on January 1, 2007 by
Romania and Bulgaria. Turkey and Croatia remain as appli-
cant countries, but likely to join when the economic and
political criteria are met.

Europe is a yet wider region, however, and includes not
only Switzerland and Norway, but also Russia, Albania
and Ukraine. There are substantial economic differences

between European countries, as well as language and cul-
tural differences which could affect the cohesion of
Europe and the hoped for ability to balance the economic
strength of the United States.

It is essential, therefore, to understand these political
processes if user friendly comprehensive mental health ser-
vices are to be established and training programmes pertinent
to local needs in Europe are to be developed.

EUROPEAN PSYCHIATRIC ORGANIZATIONS

There are four major psychiatric organizations in Europe,
which have recently worked together in a Task Force to
review psychiatric training in Europe, coordinate continu-
ing medical education (CME) credits, search for the identi-
ty of a “European psychiatrist” and summarize the charac-
teristics of a modern community mental health service. 

The WPA has 130 member societies and four Regions. In
the European Region, there are five WPA Zonal Represen-
tatives in 52 countries with 59 psychiatric associations.

The World Health Organization has increased focus on
mental health in Europe and recently, for example, published
the useful book “Depression: social and economic time
bomb” (1), as well as promoted the Helsinki Ministerial Con-
ference on Mental Health, in which health ministers from 40
countries endorsed a declaration about priorities for mental
health services, and committed governments to ensure more
adequate funding and to train health professionals to deliver
a mental health service to meet patients’ needs.

The European Union of Medical Specialists (UEMS) is
an EU structure which has Adult, and Child and Adolescent
Psychiatry sub-sections with representatives from all mem-
ber states. The UEMS has worked for many years to harmo-
nize training programmes, and encourage the monitoring of
training standards and rotational training of psychiatrists.

The Association of European Psychiatrists (AEP) is the
premier scientific association in Europe and has a member-
ship of individuals rather than organizations. The AEP has

This paper summarizes political and social changes in Europe that directly affect the training of psychiatrists and the provision of men-
tal health services. In Western Europe the demands of service users have led to a closer integration of social and health services, and a
closer working and training of health professionals. The European psychiatrist of the future will be an internationalist, familiar with the
impact of culture on mental disorders and able to work in a multi-professional team.
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developed successful itinerant post-graduate courses and
could become an umbrella organization for leaders of psy-
chiatric associations in Europe. 

There are, however, considerable disparities between
European countries with regard to the length and content
of psychiatric training, as well as differences in wealth and
political perspectives. For example, sub-speciality training
is the norm in the UK; psychotherapy training is mandato-
ry for all psychiatrists in France; revalidation of all doctors
is mandatory in the UK; the scope of mental health legisla-
tion varies not only between England and Scotland but
more starkly between Eastern and Western Europe. Fur-
thermore, funding of health services is from general taxa-
tion in Sweden and the UK, and from personal health
insurance in France and Germany. 

The comparison of perinatal mental health services, the
area of my special interest, is particularly complex. Health
visitors are only found in the UK, and child, not adult, psy-
chiatrists are responsible in France for Mother and Baby
Inpatient Units. Yet, the prevalence of postnatal mental dis-
order is similar in most European countries (10-13%) and
a poor relationship with the mother-in-law is a common
psychosocial stressor (2).

Thus, in Europe there are many examples of the unique-
ness of countries and peoples, and yet also their similari-
ties. These themes have been explored in the WPA Interna-
tional Congress held in Istanbul, Turkey in July 2006.

The number of psychiatrists per head of the population
in Western Europe is the highest in the world, a statistic
which would suggest that a uniformly high standard of psy-
chiatric care should be possible.

PSYCHIATRIC ASSOCIATIONS IN EUROPE:
THE MOVE TOWARDS HARMONY
AND INTEGRATION

Professional associations of psychiatrists (member soci-
eties of WPA), because of their distinctive histories, vary con-
siderably in their aims and membership. France, for exam-
ple, has six professional organizations, in Russia there are
two societies, whilst in many other countries, such as Ger-
many and Norway, there is just one. The size of societies
varies: the largest, with over 9000 members, is the Royal Col-
lege of Psychiatrists of the UK and the smallest has less than
500 members. Member societies in Europe are co-ordinated
by five Zonal Representatives elected by the WPA General
Assembly, who hold office for a three year term (renewable
for a further three years). They influence WPA policy
through the Board, which meets annually and reviews the
budget and the triennial plan. 

At the Millennium Meeting in London (2001), the role of
national psychiatric associations in promoting the identities
of psychiatrists in Europe was considered. The dictum “All
has changed and all is changing” was illustrated in my talk,
which endeavoured to highlight those factors in society

which are driving the demand for new community mental
health services. These include greater user/patient involve-
ment, demand for increased patient autonomy, reduction in
medical paternalism, mistrust of authority in institutions,
improved training of mental health professionals and
increased expectation that mental health services are equi-
table and available to ethnic minorities. The public demand
for doctors to show their competency has resulted in annu-
al appraisal, revalidation of doctors every five years, and a
specific entry on the list of registered medical practitioners
to indicate that the doctor has maintained a “licence to
practise”. 

Psychiatric organizations help to create professional
identity by shaping and collectively summarizing the aspi-
rations and values of psychiatrists. Psychiatry is an integra-
tive discipline which spans the evidence base from biologi-
cal sciences to psychology and the social sciences. A psy-
chiatrist in a modern community service is, therefore,
required to be a brain/mind specialist, able to practise evi-
dence based psychiatry attuned to an individual patient’s
needs. Integration within multi-professional teams is a
watch word for psychiatry across the world and is not a
threat for a well-trained psychiatrist who otherwise would
fear loss of professional identity. 

The boundaries between primary and secondary, neuro-
science and social science, psychiatrist and psychologist,
traditional healer, religious counsellor and psychotherapist,
hospital and community all have to be traversed in both
directions all the time. These migrations are being driven by
at least two social forces. The first is the demand of the users
for greater autonomy and more personalized healthcare.
The second is the scientific advances of psychiatry, demon-
strating, for example, the mechanism of the link between
gene expression, early development and adult personality. 

In much of Western Europe the role of the psychiatrist is
changing fast. We are expensive professionals, yet our unique
combination of skills (trained as doctors with knowledge in
social, psychological and biological sciences) is crucial to a
modern mental health service, and to the optimum care of
complex patients. This process offers a paradigm not just for
psychiatry as a medical specialty, but for medicine as a
whole. Fulford et al (3) have rightly argued that these inte-
grative insights from within psychiatry are likely to be the
direction that medicine as a whole will travel. Psychiatry is at
the centre, not at the fringe of medicine. 

Changes in the post-graduate training of young doctors
in the UK could encourage further this wider integration of
basic experience. Four months attachments in psychiatry
and general practice in the first two years of post-graduate
training for all doctors, for example, are now possible in the
UK. The recognition of the extent of comorbidity of mental
disorders in obstetrics and cancer services is leading these
specialists to increase their own expertise in mental health
and ensure that this expertise is available in their teams.

Vociferous patients demand that doctors they consult
understand their personal needs and fears, and identify and
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treat co-existing mental disorder. The development of care
plans and care programme approaches which emphasize
multi-disciplinary skills and include the patient’s family in
the consultation process, though cumbersome, can encour-
age a truly integrative multi-faceted diagnostic assessment.

The WPA International Guidelines for Diagnostic Assess-
ment (4) have valiantly summarized this broad approach to
psychiatric care. What is now urgently required are field
studies to determine how these guidelines can be used with-
in acute clinical situations. There is a need also for recom-
mendations as to how, when and by whom this multi-model
assessment should be completed. 

General practice as delivered in Geneva by Paul Tournier
(5) is at its best a “medicine of the person”. His novel inspi-
ration was to emphasize not just the doctor/patient rela-
tionship with a broad spiritual element, but also that the
person of the doctor was a crucial determinant of this two-
way process. 

These integrationist perspectives were considered again
at the meeting in April 2004 of the European Task Force.
There was agreement that, in contemporary mental health
care, a greater emphasis should be laid on the provision of
services that respond to the needs of service users. Services
should be mobile and flexible; hospital services should be
the backup for community services, and mental health
services should be multi-disciplinary and multi-agency.

The training implications for these new mental health
services are considerable. There is a need to specify, for
example, the competencies of all mental health profession-
als, which in turn will lead to greater clarity about the spe-
cific and distinctive skills of a psychiatrist. 

CONCLUSIONS  

In this paper I have summarized political and social
changes in Europe that directly affect the training of psychi-
atrists and the provision of mental health services. Some of
these developments are more specific to Western Europe,
with vociferous user movements and a variety of mental
health professionals in primary and secondary care. Yet, the
accession of former communist countries into the EU and

the likelihood that a Muslim country (Turkey) will join the
EU in the next decade provides a rich opportunity for
Europe as a region to draw on its rich scientific and cultur-
al heritage to develop services that are equitable, patient
friendly, personal and evidence based. 

If this can happen, then not only will the peoples of
Europe benefit but the influence for the wider good will be
tangible. Migration across national boundaries and the
closer proximity of peoples who may not share a cultural
heritage or language increase the need for training in tran-
scultural psychiatry. Murphy’s dictum “Transcultural psy-
chiatry begins at home” will ring true.

The European psychiatrist of the future will be an inter-
nationalist, broadly trained in biological and social sci-
ences, familiar with the impact of culture on mental disor-
der and able to work (and in most cases lead) a multi-pro-
fessional team. 

In Western Europe the demands of service users, with
their cogent critique of paternalism, have led to the closer
integration of social and health services, and the closer
working and training of health professionals. 

The European psychiatrist has, therefore, to be a broad-
ly trained up-to-date scientist and clinician able to tailor
therapy and mental health services to the individual needs
of the patient in an increasingly diverse migrant popula-
tion. Mental health services will then also be able to con-
tribute to the urgent task of reducing the risk and the
rumours of war, and of diminishing the threat and conse-
quences of international terrorism.
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Asia has some of the largest conglomerations of human
populations and also the fastest growing economies of the
world. About 23% of the world’s population lives in the
South Asian region, and one fifth of psychiatrically ill
patients in the world live in this part of the world. The South
Asian Association for Regional Co-operation (SAARC) was
formed in December 8, 1985 in Dhaka, Bangladesh. The
seven member states are Bangladesh, Bhutan, India, Mal-
dives, Nepal, Pakistan and Sri Lanka. Afghanistan has
become a new member since 2005. 

Despite vast cultural, religious, geographical and politi-
cal diversities, the factors influencing mental health remain
the same throughout this wide region, as highlighted at the
recently concluded Asian summit, where the slogan “One
vision, one identity, one community” was launched. Thus,
the need to strengthen regional cooperation in the field of
mental health has always been felt.

Cooperation is needed to prioritize the mental health
needs and delineate the specific mental health problems of
the region, to develop a cost-effective strategy in this regard
and also to enhance the role of regional psychiatric soci-
eties to change the face of mental health in this area.

Cooperation is also needed to develop culturally accept-
able forms of psychotherapy and new technologies for
delivery of mental health services. Another area of poten-
tial cooperation is the development of a classificatory sys-
tem that is more informative in our setting and the inclu-
sion of a more detailed representation of cultural specific

illnesses in the future international classifications of mental
disorders.

THE MENTAL HEALTH SITUATION
IN THE SOUTH ASIAN REGION

All the seven SAARC countries belong to the low-
income group, with a gross national product per capita
ranging from US$ 220 (Nepal) to US$ 1,160 (Maldives)
per year (1999). The prevalence and problems of mental
disorders in all these countries are similar. Estimating a
prevalence of 10-12% of mental disorders, the total num-
ber of mentally ill people in the region turns out to be 150-
200 million.

National mental health policies are present in only four
of the countries: India, Pakistan, Nepal and Bhutan. With
the exception of India (policy in 1982), all of them have
been developed during the late 1990s. The policies still
lack comprehensiveness, and countries like India do not
have policies in the area of drug and substance control and
prevention of abuse. Though mental health legislations are
present in some countries, they are old and need amend-
ments. Most countries have national mental health pro-
grammes. Some of them have integrated mental health
with the general health delivery system, while some have
separate mental health programmes. Some countries have
a separate budget for mental health activities.

The South Asian region accounts for around one fourth of the world population and one fifth of psychiatrically ill patients in the world.
The region lacks mental health policies and infrastructure. Issues like community care, trained manpower, patient satisfaction and bet-
ter legislation have been a focus of attention in recent years. As this region is fast developing, cooperation is needed in the field of men-
tal health to keep pace with the other areas. Cooperation is needed to develop culturally acceptable forms of psychotherapy and new tech-
nologies for delivery of mental health services. Another area of potential cooperation is the development of a classification of mental dis-
orders that is more informative in our setting. The development of a mental health programme and its inclusion at various levels of health
care delivery has also gained precedence. As most of countries in the area have limited financial resources, the funds are to be used in the
most cost-effective manner, and for this a greater collaboration amongst the countries is needed. New research needs to be undertaken in
the area especially to meet the local requirements and to understand diseases in a regional perspective, but research cannot be fruitful if
regional cooperation is lacking. To enhance the cooperation in mental health, world bodies like the WPA will need to come forward and
bring all the countries at a common platform. The WPA has done commendable work in this regard and has always extended support to
the regional bodies to uplift the mental health in this region.

Key words: Regional cooperation, South Asia, mental health
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The mental health manpower is grossly inadequate. The
number of psychiatrists for one million population ranges
from 0.4 in India to 3 in Maldives, and the number of psy-
chiatric nurses from 0.4 in India to 18 in Sri Lanka. The
total psychiatric beds per 10,000 population range from
0.065 in Bangladesh to 1.8 in Sri Lanka. 

The centralization of mental health delivery system has
received a major setback in recent years and the focus has
now shifted to community care rather than creating new
mental asylums. Many reasons have been identified for the
failure of mental asylums in the South Asian region, includ-
ing ill-treatment of patients, geographical and professional
isolation, poor reporting and accounting, bad manage-
ment, poorly targeted financial resources, lack of staff train-
ing and inadequate quality assurance procedures. The con-
cept of community care has brought the focus to individual
based care and treatment, wider range of services, coordi-
nated treatment programmes, services closer to home,
ambulatory care, and partnership with caregivers.

The mental health issues can be tackled and delivery can
be improved through better cooperation among the regional
countries. Partnership is needed in areas like research,
organizing community care, health education, public aware-
ness through media, publication of data, training pro-
grammes, exchanges of faculty/postgraduate trainees, inte-
gration with general health care, training primary care physi-
cians, national mental health programmes, teaching psychi-
atry to undergraduate medical students, general hospital psy-
chiatry, and enlisting cooperation of private sector/non-gov-
ernmental organizations (NGOs).

MENTAL HEALTH PRIORITIES
IN THE SOUTH ASIAN REGION

The government expenditure on mental health in the
majority of the SAARC countries is less than 1% of the
total national health budget. Most of the people needing
treatment have to spend from their own pocket, and most
are not covered by insurance schemes. Hence, the majori-
ty of poor people do not get adequate treatment, or they
prefer alternative forms of treatment which are cheap and
affordable, but not effective. 

The United Nations Secretary General asked in 2001 all
the governments to make mental health a priority, to allo-
cate the resources, develop the policies and implement the
reforms needed to address this urgent problem. Similarly,
the Director General of the World Health Organization
addressed all the member states on the same issue. Howev-
er, we are yet to see significant changes in this area.

The following mental health priorities have been recom-
mended for this region: including mental health as one of
the priorities in the national health system; allocating a sep-
arate mental health budget; integrating mental health at all
levels of health delivery system; developing district mental
health programmes with targets; increasing the number of

psychiatrists and other mental health professionals; pro-
moting mental health legislation; ensuring availability of
psychotropic and antiepileptic drugs free of cost; support-
ing families and communities to take care of the mental
patients and retain them within the communities for reha-
bilitation; arranging for social welfare and disability funds
for chronically ill mental patients; performing a regular
evaluation of the district mental health programmes.

The magnitude of mental health problems is huge, with
limited financial and other resources, paucity of skilled
mental health professionals and more emphasis on treat-
ing communicable diseases. Thus, a cost-effective strategy
is necessary for better health care delivery.

This strategy may include the following elements: con-
ceptualization, definition, demarcation and scope of “men-
tal health” and “mental disorder”; proper positioning and
marketing of “mental health” and “mental disorder”;
exploitation of existing resources; establishment of work-
able partnerships and collaboration for shared care
between various governmental departments, governmental
organizations and NGOs, public and private sectors; inte-
gration of aspects of basic mental health care into all exist-
ing health, education and social welfare programmes of
governments and NGOs; in-service training, support and
supervision for different categories of personnel; enhance-
ment of “mental health literacy” of general population;
development of measurable “goals” and “indicators” for
monitoring progress; promotion of innovative programmes
of mental health service delivery, training and research.

COOPERATION IN RESEARCH
IN MENTAL HEALTH IN SOUTH ASIA

South Asia has been lacking in the field of mental
health research mainly due to lack of adequate financial
support and infrastructure, and poor collaboration among
various health agencies in the region, due to political bar-
riers amongst the countries.

The whole of South Asia faces the problem of “inequal-
ities in health”. The majority of people live in rural areas or
urban slums with no access to care. New delivery systems
are needed to target this large group. Pathways to care
should be determined, and traditional sources (e.g., magi-
co-religious healers) should be explored.

Some potential areas for research collaboration in
South Asia have been identified: psychiatric rehabilitation;
treatment of major depression; culturally acceptable psy-
chotherapy; delivery of mental health services; epidemio-
logical studies; burden of care; course and outcome of
mental disorders; acute psychoses; classificatory systems;
psychoeducation; transcultural psychopharmacology.

Individual countries like India have made some signifi-
cant contributions in psychiatric research. The work of var-
ious agencies has been commendable, and the Indian
Council of Medical Research, the World Health Organiza-
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tion, the Department of Science and Technology of the Indi-
an government, the Indian Council of Scientific and Indus-
trial Research, and the United Nations Children’s Fund
have been noteworthy among them. Various psychiatric
associations have been formed, such as the Asian Federa-
tion for Psychiatry and Mental Health (AFPMH) in 1981
(Indonesia, Malaysia, Philippines, Thailand, Singapore,
now also Brunei, Laos, Cambodia, Myanmar, Vietnam), the
South Asian Forum for Psychiatry and Mental Health (SAF-
PMH) in 2002 (India, Pakistan, Sri Lanka, Bangladesh,
Nepal, Bhutan) and the SAARC Federation of Psychiatry
(SFP) in 2004. The global pharmaceutical companies are
also targeting India by involving several Indian institutions
in various international multicentric studies. Also notewor-
thy is the contribution of the Indian Psychiatric Society
(IPS), as it is the largest ensemble of trained psychiatrists in
South Asia and has a major role in coordinating research in
the region. The Society has promoted participation of the
whole region in its annual conferences, in order to promote
a better intra-regional cooperation in research.

THE WPA AND THE DEVELOPMENT
OF MENTAL HEALTH SERVICES
IN THE SAARC REGION

The WPA may be helpful in the development of mental
health services in the SAARC region. One of the prerequi-
sites of this program would be to identify the broad areas
that need reorientation and further development. Such
areas may vary from country to country in the region. They
include: mental health policies, legislations and strategies;
standard clinical guidelines; capacity building of mental
health workers in certain areas; development of infrastruc-
ture and system arrangements; improvement of linkage
with outside world; development of knowledge on mental
health issues in the region; public awareness and stigma;
funding and advocacy; violations of rights of patients.

The development of context specific and standard clini-
cal guidelines that suit the region has been a felt need for a
long time. Currently the SAARC countries follow the man-
agement models developed in resourceful centers. These
models have to be adapted taking into consideration the
cultural and socioeconomic characteristics of the region. 

Severe shortage of mental health professionals in the
region is a main limiting factor in developing mental

health services. Therefore, capacity building of mental
health workers is one of the important steps in the devel-
opment of mental health services. Capacity building in
specific areas, like rehabilitation, and training in subspe-
cialties like community psychiatry, forensic psychiatry,
psychogeriatrics, child and adolescence psychiatry will
help in providing quality care.

International conferences co-sponsored by the WPA in
the regional countries can be a good measure in capacity
building. Further, guidance in the form of educational
materials, books and journals, awarding training fellow-
ships and guidance in preparation of curricula for mental
health professionals would be essential steps.

WPA advocacy would be quite beneficial in re-orienting
the development of mental health services and in promot-
ing continuous professional development. Many of our
mental health professionals are isolated in their localities
and follow only their own experience due to lack of link-
age with the outside world. This of course is very unfair
and violates the rights of mentally ill patients.

Most SAARC countries go by the Western statistics in
the assessment of mental health disease burden. Regional
support and guidance for research activities would help to
identify the mental health priorities in the region, and to
assess and monitor the trends of mental health disease
burden. The establishment of a research fund for the
region would be helpful in improving the research capaci-
ty of mental health professionals, in identifying research
needs, and in organizing and disseminating already exist-
ing knowledge in the region. 

Providing advocacy to governments to increase aware-
ness about the burden of mental disorders and to combat
stigma at every level would immensely help the improve-
ment of mental health care in the region.

The WPA can help SAARC countries to establish strate-
gies that protect the human rights of mentally ill. Poorly
developed mental health services in any country violate
the patients’ right to receive the best available treatment,
similarly to other branches of medicine. 

The organization and coordination of the above-men-
tioned array of activities related to the development of
mental health services need a focal point. Therefore, it is
very much appropriate at this juncture to establish an
institution which could be developed to be a centre of
excellence on mental health in the SAARC region.
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Uganda has passed through political and bloody civil
strife stretching over 40 years. Since 1987 the HIV/AIDS
pandemic has compounded the problems of the country.
Under these circumstances, mental health indicators would
be expected to be poor (1). However, over the last 15 years,
important steps have been taken to improve mental health
care provision in the country (2) and promote the role of
psychiatry in medical education (3). 

Uganda’s health policy has decentralized the provision of
health services to districts, and mental health is a compo-
nent of the minimum health care package. The present
paper describes some initiatives to develop local mental
health services in Adjumani, a district of the country.

The Adjumani district is in the north-west of Uganda,
bordering with Sudan, and has a population of 201,493
(4). The district has two medical officers, three psychiatric
clinical officers (registered nurses with two-year advanced
training in diagnosis and management) and five psychi-
atric nurses.

THE INITIATIVES

Lobbying among local politicians and district health care
providers convinced the Adjumani district about the need
to be self-reliant and generate resources from within the dis-
trict in order to respond to the psychosocial needs of the
population. A local community voluntary organization
(“Nyarima”), meaning “rush to my rescue”, was initiated
with technical support from the Mental Healthcare Organi-
zation of Uganda, a local non-governmental organization,
to address the high level of suicide and alcohol use prob-
lems in the district. “Nyarima” held a two day sensitization
seminar for local district health workers, police, prisons,

teachers and the district grade one magistrate. The seminar
ended with ten resolutions, emphasizing the need to take
urgent steps to formulate a local policy and legislation to
support mental health care at the district level, and the need
to lobby the national parliament to formulate a policy and
take steps to combat the problems of suicide and alcohol
abuse. 

Subsequently, the district established a hotline telephone
service, through which a senior psychiatrist responds to
specific management problems that the mental health staff
might have experienced within the preceding week. The
data indicate that the mental health profile and severity of
psychiatric disorders in the district are similar to those seen
at the only national referral hospital in Kampala. The major-
ity of those requiring mental health services were not recog-
nized or simply lived with their condition untreated in their
villages.

Thirty-four health care providers from lower level health
care facilities in the district and 11 from the district hospital
have been trained in the diagnosis and management of com-
mon mental disorders at district level. A referral system has
been established at the district, supported in turn with the
telephone hotline. Two consumer self-help support groups,
Alcoholics Anonymous and Post-test Club for AIDS, have
been established to help provide support to the district ini-
tiative. Further plans based on exploratory discussions aim
to involve cultural leaders, the church, traditional healers,
the education department, the welfare and probation
department, police and prisons and the judiciary. 

DISCUSSION

The initiatives from Uganda have started as a local com-

Uganda has passed through political and bloody civil strife stretching over 40 years. Since 1987 the HIV/AIDS pandemic has com-
pounded the problems of the country. The present paper describes some initiatives to develop mental health services in one district of the
country. A bottom-up approach in the district resulted in the formation of a community-led mental health program with strong support
from two self-help groups, district political leaders and district representatives in parliament. Primary health care providers at all levels
of health care in the district were trained in order to make services accessible to the rural population. Further plans based on initial
exploratory discussions aim to involve the education department, the welfare and probation office, prisons and police, the military,
church and cultural leaders and traditional healers. These initiatives show that it is possible to empower communities to participate in
the development of mental health programs in a low-income country.

Key words: Integration, mental health, primary health care

(World Psychiatry 2007;6:60-61)
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munity response to high levels of alcohol abuse and suicide
behavior. They have shown that local communities can be
empowered to support themselves in accessing mental
health services and thus help reduce the burden of disease
attributable to mental and general psychosocial ill health. In
addition, they have revealed that primary health care
providers can be trained to treat persons with mental ill
health at district level. 

There are 21 psychiatrists in Uganda for a population of
26.8 million (4), a psychiatrist to population ratio of 1:1.3
million. Under these circumstances of dire manpower short-
age, a special cadre of middle-level mental health personnel,
so-called psychiatric clinical officers, with special skills in
diagnosis and prescription, are being trained. There are
some 50 officers in the country, giving a ratio of approxi-
mately 1:500,000 inhabitants. To improve the situation of
mental health care in Uganda, the process of policy reform
at the district level will need to be speeded up to make it eas-
ier for persons with mental health problems to access men-
tal health services early within an integrated health service.

The main challenge is how to make psychiatric services
acceptable, affordable and accessible to all on the basis of
social justice, equity and fairness, through an integrated
health service provision that involves the community and
government departments. One more concern is whether
and how the local experience in the Adjumani district can
be sustained and replicated in the other districts, with 65
different languages and cultures, in the country. 

We have to demonstrate to the public that mental health
problems are treatable and that we can promote mental
health in the community through specialist support supervi-
sion, adequate provision of drugs, continuing professional
education for district health care providers, training and
support for community volunteer counselors, and the
involvement of patients and their families in the planning

and provision of psychiatric services. While the role of tra-
ditional healers in the treatment of mental illness has been
reported in Uganda (5-7), this role is undermined by the
lack of a functional system of collaboration and liaison
between these healers and modern mental health care
services in the country. Research into how best to collabo-
rate with traditional healers is urgently needed. 
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Letter to the Editor

The Consensus Statement on Women’s Mental Health,
recently published in World Psychiatry (1), stresses the
importance of increasing the recognition and reducing the
stigma of mental illness in girls and women, suggesting that
mentally ill women are more stigmatized than their male
counterparts. 

To highlight gender related problems in follow-up care,
we carried out a study at the outpatient follow-up clinic of
our Psychiatric University Hospital in April and May 2006.
We consecutively interviewed 115 outpatients who had
been hospitalized at least once and their accompanying per-
sons, using an ad-hoc questionnaire.

Our first important finding was that women were less
likely than men to seek mental health care. Less than 40%
of patients were women, although our outpatient clinic is
predominantly dealing with common mental disorders
known to be twice as frequent in women. Almost 70% of
women were usually accompanied when attending the out-
patient unit, compared to only 44% of men. Among
women, 60% said they would have not attended the unit
had they not been accompanied. Because of their depend-
ence on being accompanied, only 45% of women regularly
attended appointments, compared to 64.5% of men. 

Twenty-four percent of women had no knowledge of the
drugs prescribed (appearance, color, dosage) compared to
only 4.8% of men. Treatment was discontinued by a family
member in 30.2% of women compared to only 6.5% of
men. Some of the reasons given by family members for
interrupting treatment were fear of future infertility, fear of
dependence, and excessive sedation.

Gender was also seen as a factor in the way patients were
treated by family members. For example, 41.5% of women
reported being treated differently because of their illness
compared to 16.1% of men. Female patients were more
likely to feel stigmatized within society than male patients
(37.7% vs. 24.4%). 

Several factors can explain these findings. First of all, the
cultural taboo of consulting in a psychiatric setting carries
the risk of non-marriage or divorce, which seems to be more
important in women because of their predominant role as
mothers and wives in many traditional Arab societies. Fur-
thermore, in Arab Islamic societies, women represent a fam-

ily’s honour, and so they may be highly reluctant to divulge
personal issues to anyone outside the family, for fear of hurt-
ing the family status or their own status within it (2). In
addition, expectations concerning education, professional
and income status are much lower for women than for men,
the latter being regarded as future financial providers and
heads of families. That is why parents are often more con-
cerned about even minor signs of abnormal psychiatric
behavior in men compared to women. Also, women consti-
tute the vast majority of caretakers, for their children as well
as for the elderly, ill or disabled family members. Their men-
tal health is regarded as being of low priority compared to
their care giving role. Finally, women are physically less
aggressive and dangerous than men, thus allowing greater
family tolerance for an acute psychiatric episode, as long as
they continue to look after household and children. 

Thus, there is considerable evidence that the extent of
stigmatization of mentally ill girls and women is inextricably
linked to their position in society. In societies giving women
a lower social status, they seem to be doubly disadvantaged:
because they are female and because they are mentally ill.
Therefore, the striking gender inequalities existing in many
traditional societies should be addressed first through ade-
quate measures of women’s empowerment. The predomi-
nant stigmatization of female psychiatric patients should be
considered when developing public education and aware-
ness campaigns in traditional societies. Increasing aware-
ness of this dimension of stigmatization should give us the
means to reduce it in the future. 

Uta Ouali, Sarah Benzineb, Zied Choubani,
Fathy Nacef, Saïda Douki

Hôpital Razi, La Manouba 2010, Tunisia
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The WPA Regional Meeting “Mental Health
in Development” (Nairobi, March 21-23, 2007)

WPA NEWS

FRANK G. NJENGA
Congress Convenor

Africa has with a combination of
pride and humility accepted the privi-
lege of hosting the world psychiatric
community in Nairobi, Kenya from 21
to 23 March 2007. The world commu-
nity has in turn expressed its support for
the continent in a practical way.

For example, the entire WPA Execu-
tive Committee, led by Juan Mezzich
and including the President-Elect Mario
Maj, will not only meet in Kenya but will
also participate in the very rich scientif-
ic program organized by Oye Gureje
and his team. Norman Sartorius, who is
the Special Advisor to the conference,
will deliver a keynote address on mental
health and millennium development
goals. Other distinguished speakers will
include Peter Tyrer, who will discuss ac-
cess to high impact journals by authors
from low resourced countries. Post-na-
tal depression, spiritualism and mental
health will be discussed by John Cox
among other distinguished speakers.
Africa’s giants including Oye Gureje
from Nigeria and Atalay Alem from
Ethiopia have confirmed presentations
on various aspects of psychiatry, includ-
ing initiatives and activities on the con-
tinent. Many young and upcoming psy-
chiatrists who form the backbone of the
future of psychiatry in Africa will be pre-
senting papers. Kenyan psychiatrists
will in particular describe their work on
the current state of mental health in
their country. Rachel Jenkins, who is a
UK based mental health policy expert,
will describe her ongoing work in the
Eastern Africa region, funded by the
Nuffield Foundation and the UK Gov-
ernment.

This work falls in neatly with the
overall theme of the conference, “Men-
tal Health in Development”, whose sub-
themes include Provision of Mental
Health Care in Low Resourced Coun-
tries: Challenges and Opportunities;
Mental Health within General Health

Service: Peculiarities and Needs; Mental
Health Economics and Policies; HIV,
the Brain, and Development; Mental
Health Workforce and Psychopatholo-
gy, Disability, and Wellbeing.

The confirmed symposia are very di-
verse in content, including additional
themes on HIV/AIDS and drugs. John
Orley, former Senior Officer at the Divi-
sion of Mental Health of the World
Health Organization, will launch a new
book on Alcohol in Context, while Paul
Mullen from Australia will present in a
symposium on mental health and ter-
rorism. Special symposia on child and
adolescent psychiatry, including atten-
tion-deficit/hyperactivity disorder, have
been confirmed.

There is substantial support from in-
dustry, which will participate by way of
exhibition and special symposia, but al-
so by giving special travel and confer-
ence grants to young psychiatrists from
Africa. A special three day workshop for
African psychiatrists has been confir-
med, and will follow the conference. Pri-
or to the conference, a group of thirty
child and adolescent psychiatrists led by
Brian Robertson will continue with their
regular meetings addressing the needs of

children and adolescents in Africa.
International support and attendance

to the conference has been confirmed
by the President of the American Psychia-
tric Association, Pedro Ruiz; the Presi-
dent of the UK Royal College of Psychia-
trists, Sheila Hollins, as well as other
participants from Canada, Japan, other
parts of Europe and Asia.

Before and after the conference, dele-
gates will be able to enjoy Kenyan hospi-
tality. Visits to world famous game re-
serves and beaches will be on the menu
for those who choose to go on safari. The
Government of Kenya has partnered
with the Local Organizing Committee to
facilitate immigration, customs, security
and protocol for the delegates.

The Local Organizing Committee has
put in place a mentoring program
where Kenyan and other East African
young psychiatrists will be partnered
for the duration of the meeting with
senior colleagues from other countries,
ensuring personal contacts between the
two groups, in an attempt to make last-
ing and meaningful bonds between
African and other delegates. Visit the
website www.wpa2007nairobi.com for
more information.

The WPA Regional Meeting
“Science and Humanism”
(Seoul, April 18-21, 2007)
YOUNG CHO CHUNG
Chairman, Organizing Committee

Welcome to the WPA Regional Meet-
ing to be held from 18 to 21 April, 2007
in Seoul, Korea, hosted by the Korean
Neuropsychiatric Association.

A wide spectrum of psychiatric top-
ics will be covered in the meeting under
the theme of “Science and Humanism”.
International experts will give lectures
covering the latest developments and

there will be sessions focusing on the
Asian regional situation, such as those
on disaster psychiatry in East Asia,
Asian epidemiology and transcultural
issues. Meeting attendees will receive
the most current information on basic
and clinical research, as well as educa-
tional courses. A regional meeting of
the World Association for Psychosocial
Rehabilitation will accompany the WPA
meeting. 

J. Mezzich is the Meeting President,
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Young Cho Chung is the Chair of the
Organizing Committee and Jun Soo
Kwon is the Chair of the Scientific
Committee. Jong Hyuck Choi works as
the Secretary General, and the presi-
dents of WPA Member Societies of the
region participate as members of the
Advisory Committee.

Seoul is one of the most attractive
cities in the world. You will find its
unique charm of oriental traditions and
inspiring modern architecture to be ir-
resistible. We have arranged many in-
teresting social activities and cultural
experiences for participants to enjoy.
Please do not miss the chance to have

enchanting memories in the Land of
Morning Calm. 

For detailed information concerning
the scientific programme, registration,
accommodation and tours, please visit
the website www.wpa2007seoul.org.

We look forward to meeting you in
Seoul, Korea in April 2007.
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