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Editor

Psychiatry deals  
with many groups  
that have their  
own version of an 
ethics compass

Henry A. Nasrallah, MD
Editor-in-Chief

To comment on this editorial or other topics of interest, 
visit http://www.facebook.com/CurrentPsychiatry, or go to our Web 
site at CurrentPsychiatry.com and click on the “Send Letters” link.

People who live in ethical 
‘glass houses’
Psychiatrists often have to deal with “ethically challenged” entities 

or individuals. This can be of concern because, ultimately, unethical 

policies or behavior can harm our patients. However, psychiatrists rec-

ognize that what may appear to be unethical to them may not be con-

sidered as such by nonpsychiatrists.

Ethics (from Ethos, which means customs) is defined as the standards and rules 
of conduct that govern a set of human actions by a specific group, profession, 
or culture. Thus, there are medical ethics, corporate ethics, Christian ethics, 
student ethics, fishing ethics, etc. Ethics is, therefore, not an absolute standard 
and may exist only “in the eye of the beholder.” For example, psychiatry as a 
medical specialty has its own rigorous ethical code that other medical special-
ties do not uphold (such as prohibiting socializing with patients). 

Who are the entities whose ethical transgressions may affect psychia-
trists’ work? Consider the following examples:

Insurance companies. Some of their business practices outrage psychia-
trists, including:

•	�vehemently opposing parity for psychiatric brain disorders with oth-
er medical disorders

•	�refusing to cover preexisting conditions
•	�the preauthorization farce, which costs psychiatrists a large amount of 

uncompensated time and effort (essentially an unfunded mandate)
•	�low reimbursement rate for psychiatric care and a bias against cover-

age for psychotherapy 
•	�forcing stable patients to switch to a cheaper medication that may not 

work as well, thus potentially destabilizing the patient.

Pharmaceutical companies. Because of intense scrutiny by regulatory 
and compliance bodies, pharmaceutical companies have largely discon-
tinued questionable practices such as:

•	�not publishing unfavorable drug data
•	�minimizing serious side effects such as obesity and diabetes until af-

ter their drug is widely used.
However, some companies continue to disconcert psychiatrists and 

trigger their umbrage by:

CE

LEB
RATING

YEARS



Current Psychiatry
Vol. 11, No. 3 13

Dr. Goldberg

Editorial Staff
EDITOR  Jeff Bauer

SENIOR EDITOR  Erica Vonderheid

ASSOCIATE EDITOR  Sara Fiore

CONSULTING EDITOR  Alice V. Luddington, ELS

Art & Production Staff
CREATIVE DIRECTOR  Mary Ellen Niatas

ART DIRECTOR  Pat Fopma

DIRECTOR, JOURNAL MANUFACTURING 

Michael Wendt

PRODUCTION MANAGER  Jaime Serra

Publishing Staff
PUBLISHER  Hillary Ford

ACCOUNT MANAGER  Sharon J. Spector

ACCOUNT MANAGER  Lee Schweizer

MARKETPLACE ACCOUNT MANAGER  Julian Knight

DIRECTOR OF NEW MEDIA  Amy Park

WEB EDITOR  Denise Swedeski 

VICE PRESIDENT AND DIRECTOR, CUSTOM PROGRAMS  
Carol J. Nathan

DIRECTOR, MARKETING RESEARCH  Lori Raskin

DIRECTOR OF EVENTS  David Small 

CONFERENCE MARKETING MANAGER  Kathy Wenzler 

CORPORATE DIRECTOR OF AUDIENCE DEVELOPMENT  
Donna Sickles

Subscription Services: (800) 480-4851

Editor-in-Chief Emeritus
James Randolph Hillard, MD

Quadrant HealthCom Inc.
CHAIRMAN  Stephen Stoneburn

PRESIDENT AND CEO  Marcy Holeton

CFO  Douglas E. Grose

PRESIDENT, PRIMARY CARE DIVISION  JoAnn Wahl

7 Century Drive, Suite 302

Parsippany, NJ 07054

Tel: (973) 206-3434

Fax: (973) 206-9378

www.quadranthealth.com

Published through  
an educational  
partnership with

•	�abandoning psychiatric drug development despite the tremendous 
unmet need and shifting resources to more profitable therapeutic areas

•	�direct-to-consumer advertising that disrupts the doctor-patient rela-
tionship and undermines psychiatrists’ clinical judgment.

The FDA. This key government agency plays an important role in pro-
tecting the public, but its policies occasionally spawn ethical dilemmas.

For example, why does it insist that new psychiatric medications be indi-
cated for a DSM “diagnosis” instead of common “symptoms” such as agi-
tation, depression, delusions, hallucinations, anxiety, or impulsivity? DSM 
diagnoses are arbitrary, committee-created constructs that may change dras-
tically from edition to edition. There is extensive evidence for overlapping 
symptoms of many psychiatric “diagnoses,” which implies that a drug ap-
proved and deemed safe and effective for 1 psychiatric syndrome (eg, psy-
chosis, depression) can help other disorders that share symptoms.

Why doesn’t the FDA channel the billions of dollars in penalties they have 
imposed on pharmaceutical companies to the National Institutes of Health  
(NIH) instead of to the government’s general fund? These valuable funds are 
being siphoned from research; ethically, from a public health perspective, they 
should be kept in research. These billions can help one of the NIH institutes 
such the National Institute of Mental Health (NIMH) establish a psychiatric 
drug development section to translate biologic discoveries into novel treat-
ments. No such capability exists at the NIMH due to lack of funds.

Legislators. There generally is considerable cynicism about the ethical con-
duct of politicians, but from psychiatry’s point of view, consider the following:

•	�Why not use the force of law to enforce parity in insurance coverage?
•	�Why are legislators willing to appropriate funds to build prisons but 

not long-term psychiatric hospitals? Is it ethical to criminalize mental 
illness and incarcerate persons with brain disorders side-by-side with 
hardened criminals instead of providing them with a dignified and safe 
medical facility?

•	�Why don’t legislators fix the broken public mental health system that is 
underfunded, ineffective, and too bureaucratic for patients and families 
to navigate?

The media. Although significant improvement has taken place in portray-
ing mental illness compared with a few decades ago, the following unac-
ceptable patterns continue:

•	�depicting the mentally ill as dangerous killers and “psychos”
•	�continuing to mock mental illness and addictions as character frailties 

rather than view them as legitimate illnesses
•	�failing to expose the injustices that afflict persons with psychiatric brain 

disorders, including stigma, neglect of physical health needs, inad-
equate treatment resources (such as availability of inpatient psychiatric 
beds), or imprisonment in lieu of hospitalization.

Communities. It is regrettable that the negative attitude toward mental ill-
ness still is intense enough to perpetuate the vociferous “not in my back-
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yard” (NIMBY) opposition to mental health clinics, 
residential facilities, or halfway houses. Although the 
NIMBY syndrome is driven by lack of education and/
or understanding of mental illness, ignorance is a poor 
excuse for ethical shortcomings.

Non-psychiatric physicians. It is quite disheartening to 
see how prejudiced some internists and surgeons can be 
toward mentally ill individuals. Most developed a dis-
torted view of psychiatry from being trained decades 
ago, before the momentous neuroscience advances in 
psychiatry. But more worrisome are the barriers mentally 
ill persons face in health care1-4 that lead to underuti-
lization of routine primary care5 and underdiagnosis of 
serious health conditions.2,6 Psychiatric patients are less 
likely to undergo coronary revascularization procedures 
after a myocardial infarction7 or to be properly treated 
for chronic conditions such as arthritis.8 Limited or in-
adequate medical care has led to early mortality.9,10 But 
there is good news from the U.S. Department of Veterans 
Affairs, where psychiatric patients with diabetes receive 
as good care as veterans without mental illness11 and 
have no barriers to nutrition and exercise counseling.12

What about our own ethical conduct?
Finally, perhaps psychiatrists should think twice before 
throwing stones because we, too, may live in ethical 
“glass houses.” Although we try to adhere to our ethical 
standards, some of us occasionally may commit ethical 
peccadilloes, such as:

•	�continuing to use haloperidol, a 45-year-old drug 
that has been shown to be neurotoxic in >20 studies 
over the past decade13

•	�ignoring tier I evidence-based treatments and using 
unproven modalities that may delay illness resolution

•	�not regularly monitoring patients for metabolic 
complications of antipsychotics14

•	�not using depot antipsychotics for patients who ex-
hibit violent behavior each time they relapse due to 
nonadherence

•	�requiring a drug company representative to bring 
lunch to the entire clinic staff in return for access to 
the prescriber.

The quandary with ethics is that they can be too 
nuanced, enabling almost anyone who breaches an 
ethical boundary to find a justification. The most un-
ambiguous ethical standards have long been moved 
from a moral philosophy to codified and legally en-
forced laws (robbery, assault, rape, homicide, etc.). 
Psychiatry deals with many groups that have their 
own version of an “ethics compass.” We psychiatrists 
have our own ethics standards, which we always as-
pire to uphold. However, are we so ethically infallible 
that we can smugly throw stones at people who live 
in ethical “glass houses?” Doesn’t our ethical “brick 
house” have glass windows?

Henry A. Nasrallah, MD
Editor-In-Chief
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