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Abstract
Although there is consensus that a rights-based approach to mental health is needed, there is disagreement
about how best to conceptualize and execute it. The dominance of the medical model and industry’s
influence on psychiatry has led to an over-emphasis on intra-individual solutions, namely increasing
individuals’ access to biomedical treatments, with a resultant under-appreciation for the social and
psychosocial determinants of health and the need for population-based health promotion. This paper
argues that a robust rights-based approach to mental health is needed in order to overcome the effects
of commercial interests on the mental health field. We show how commercialized science—the use of
science primarily to meet industry needs—deflects attention away from the sociopolitical determinants
of health, and we offer solutions for reform.
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Introduction

health and undermines several key elements of a
rights-based approach to mental health, such as the
right to participation, the right to acceptable health
care, and the importance of population-based
health interventions.

Mental health and well-being cannot be defined
by the absence of a mental health condition, but
must be defined instead by the social, psychosocial,
political, economic and physical environment
that enables individuals and populations to live a
life of dignity, with full enjoyment of their rights
and in the equitable pursuit of their potential.1

Commercialized science: Why it
undermines a rights-based approach

Human rights are not only entitlements that have
a legal and ethical force but also “fundamental pillars of justice and civilization.”2 The United Nations
(UN) Committee on Economic, Social and Cultural Rights adopted its general comment on the
right to health 20 years ago. Officially adopting this
comment solidified states’ obligation to make the
right to health a priority. Over the last two decades,
mental health has become recognized as a critical
component of the right to health and one that must
be addressed for this right to be realized. As the first
director-general of the World Health Organization
(WHO) noted, “without mental health there can be
no true physical health.”3
However, there are numerous challenges to
bringing a rights-based approach to mental health
to fruition. This approach necessitates a critical
evaluation of the assumptions about mental illness
and traditional models of care. The hegemony of
the medical model and the over-reliance on organized psychiatry as the main policy maker has
undermined the development of mental health policy “as a robust cross-sectoral issue.”4 As a result,
there has been an over-emphasis on biomedical
interventions aimed at the individual rather than at
population-based health promotion, even though
the latter is just as important as individual health
treatment.5 The focus on biomedical interventions
is particularly disconcerting because of the ways
in which industry influence has compromised the
scientific evidence base in medicine.
This paper argues that a rights-based approach
to mental health is needed in order to overcome
the effects of commercial interests on the mental
health field. Specifically, we show how commercialized science—the use of science primarily to meet
industry needs—deflects attention away from the
psychosocial and sociopolitical determinants of
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The mix of science and commerce continues to
erode the ethical standards of research and diminish
public confidence in its results.6

Collaborations between academe and industry
are credited with sparking innovation and have
resulted in benefits to overall health (for example,
treatments for malaria and the vaccine to prevent
meningitis). However, the pressures of capitalism
have resulted in a corrupting of the scientific evidence base, the medical education system, and even
the lens through which human wellness and illness
are viewed. Indeed, research has consistently shown
that commercial influence is a pernicious problem
in all of health care.7 Although there is disagreement about the extent of bias, there is consensus
among researchers, clinicians, scientific communities, and medical organizations that the scientific
evidence base has been compromised.8 Research
has consistently shown that financial conflicts of
interest shape prescribing practices, medical education, guideline recommendations, and editorial
decisions.9 In 2009, the Institute of Medicine (IOM,
now the National Academy of Medicine) published
Conflicts of Interest in Medical Research, Practice,
and Education, which offered recommendations for
restoring integrity in medicine. A decade later, an
international group of researchers and clinicians
assessed the progress made and concluded that
there is continued “widespread financial dependence on industry [which] brings commercial bias
into research evidence, medical education and clinical practice.”10
The public health implications of the bias
resulting from undue industry influence, especially when taken in aggregate, are staggering.11
Although all medical specialties have to grapple
with commercial bias and its resulting harm to
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patients, psychiatry is particularly vulnerable
because of the lack of biological markers for any
mental health disorders. In the field of psychiatry,
commercialized science crowds out an appreciation
for epistemic diversity (that is, an appreciation of
diverse idioms of distress) by reinforcing a reductive biomedical disease model. In turn, this
results in the “professionalization of suffering”
that sustains the authority of psychiatrists and
other mental health professionals over people with
lived experience.12 The right to participation and
autonomous decision-making, including the right
to refuse a proposed treatment, are all too easily
glossed over in the service of enhancing “adherence to treatment.” The heavily marketed disease
model of mental illness has contributed to a range
of systemic measures that have inadvertently entrenched discrimination in health care services,
such as forced hospitalization when there is no
immediate danger to one’s self or others. Disease
rhetoric and disease measures (for example, the
disability-adjusted life year) are used to emphasize
the economic burden of mental illness, particularly
in low- and middle-income countries. The following section briefly discusses the commercialization
of psychiatric science in four key areas: psychiatric
taxonomy, psychotropic drug trials, clinical care
guidelines, and medical education.

How has commercialized science resulted
in biased research, practice, and education
in psychiatry?
Limiting mental distress to a biomedical model
There is a boundary between the normal and the
sick. There are discrete mental illnesses … It is the
task of scientific psychiatry, as a medical specialty,
to investigate the causes, diagnosis, and treatment
of these mental illnesses.13

The early versions of the Diagnostic and Statistical
Manual of Mental Disorders (DSM) were heavily influenced by the prevailing psychoanalytic zeitgeist
of the early 20th century. As a result, DSM I and
DSM II had a descriptive focus and did not make
clear demarcations between specific disorders.
JUNE 2020
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However, a paradigm shift occurred in 1980 with
the publication of the DSM III, when the American Psychiatric Association, the book’s developer,
adopted a medical framework and used a “symptom checklist” approach. The conceptualization of
emotional distress (and mental health conditions
such as schizophrenia) codified in the third edition
and continuing with each new iteration of the DSM
encourages a view of people as patients with identifiable, quantifiable mental illnesses. This paradigm
shift facilitated standardization (for example, are
symptom criteria met for a mental illness?), but it
also deflected attention away from asking questions
about how structural interventions at the population level could enhance emotional well-being.
Moreover, embracing a disease model solidified
organized psychiatry’s status within the mental
health field.
The DSM’s categorical approach, with its focus on identifying discrete symptomatology and
expansion of diagnostic boundaries, reinforces the
logic of “a pill for every ill.” Although it was not
the intention of organized psychiatry to develop a
diagnostic taxonomy that was an industry-friendly
instrument, Robert Spitzer, the chair of the DSM
III, later acknowledged that “[t]he pharmaceuticals
were delighted” with the medical model adopted by
the DSM.14 The fact that the majority of DSM IV
and DSM V panel members had financial ties to the
manufacturers of psychotropic medications used
to treat the disorders described in the manual has
raised concerns about industry exerting an undue
influence on it.15

Setting the agenda and swaying the evidence via
psychotropic drug trials
In addition to aligning the very definitions of
mental illness with its commercial needs, the
pharmaceutical industry also controls much of the
current evidence base. Although the US National
Institutes of Health and government agencies in
other countries fund basic science studies, much
of the clinical research relied on by clinicians and
policy makers is funded by industry. This “ghost
management” not only sets the research agenda but
also normalizes academic-industry relationships.16
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This entanglement affects the interpretation of the
data and research that is produced.17 For example, in
all fields of medicine, it has been shown repeatedly
that published outcomes of industry-sponsored
studies “tend to favour sponsors’ products, creating
a ‘sponsorship bias’.”18 In psychiatry, studies that
reported financial conflicts of interest were almost
five times more likely to report positive results.19
The use of disease-oriented outcome measures and
a reliance on statistical—rather than clinical—
significance contribute to this “funding effect.”
Indeed, industry funding of phase III randomized
clinical trials for psychotropic drugs consistently
results in the publication of pro-industry findings,
overestimation of efficacy, and underreporting of
harms.20 The funding effect can be manifest in subtle but powerful ways. For example, Veronica Yank
et al. found that trial authors with financial conflicts of interest tend to write favorable conclusions
even in the absence of positive trial results.21 This
finding demonstrates that the commercial interference is likely to be rooted in implicit bias and in the
development of “pro-industry habits of thought.”22

Spreading the agenda via clinical care guidelines
Commercial influence over guideline development
occurs when authors have financial conflicts of
interest or when the pharmaceutical or medical
device industry funds the development process
(directly or indirectly). Guild interests can also
exert an influence when the development group
is not sufficiently multidisciplinary and when
the group does not include methodologists who
can help ensure that the interpretation of the evidence is not influenced by a professional society’s
interests. The fact that 90% of the authors of three
major guidelines produced by the American Psychiatric Association for major depressive disorder,
bipolar disorder, and schizophrenia had ties to the
companies that manufactured the medications
recommended as treatments for these disorders
raises questions about undue industry influence.23
More recently, a new guideline for the treatment of
depression was published in a peer-reviewed psychiatric journal and heavily marketed to physicians
and psychiatrists (for example, it was featured on
64
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Medscape and as a continuing medical education
course).24 The authors of this guideline recommended expensive on-patent medications even though
generic options were available and did not provide
empirical support for their recommendation. An
independent review of the guideline found that it
did not meet a single IOM standard for trustworthy
guidelines and that most of the guideline authors
had ties to the manufacturer whose product was
recommended as a first-line treatment.25

Solidifying the hegemony via medical education
In addition to supporting great swaths of research
in medical schools, the pharmaceutical industry
starts early in medical training to create a noncritical, welcoming atmosphere among medical
students. Most medical students will interact with
the pharmaceutical industry at some point, with
these interactions ranging from meals to gifts to
books or study aids. As a result, favorable attitudes
toward industry are cultivated.26 Cultivation of
either indebtedness or entitlement continues in
residency training and follows physicians into
their practices, where relationships with industry
are further developed, resulting in the prescribing
of new medicines with little or no advantage over
older, less expensive ones.27
Commercial support of continuing medical
education (CME) is also a pernicious problem. Despite efforts by the accrediting body to minimize
the influence of industry on content, almost threefourths of the top 500 providers of CME receive
commercial support.28 Not surprisingly, industry-funded CME has been criticized for containing
marketing messages that are neither balanced nor
accurate.29 The Accreditation Council for Continuing Medical Education sets standards in an attempt
to “ensure that CME activities are independent and
free of commercial bias,” but there is still a need for
greater oversight and transparency. For example,
physicians should be told that despite the council’s oversight, it is possible that there will still be
commercial interference in terms of the content of
the educational activity.30 Because of the concern
that medical education has effectively become a
marketing tool, the National Academy of Medicine
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has called for a complete severing of ties between
industry and CME providers.31 Unfortunately, this
call has gone unheeded.

Solutions for reform
Will we have to wait for someone to run a randomised
controlled trial with an economic evaluation to
support the intervention of befriending, supported
decision making, inclusion in the work-place, or
decent housing before we acknowledge these as
being worthy investments for health-care systems?
Moral arguments continue to be dismissed or undervalued in priority setting in global health … [and]
the primary locus of interventions for healthcare
problems is narrowly defined technological fixes.32

Using a human rights lens to understand emotional suffering revives ethical discussions about
mental health because the impetus for addressing
well-being is grounded in a moral and not economic argument. As Gillian MacNaughton and
Diane Frey note, framing a right as an economic
good “undermines its content and positions it as a
component in an economic equation rather than
as part of a fulfilling life.”33 In contrast, casting
well-being in a moral framework facilitates a deeper
understanding of the relationship between human
rights and the social determinants of health, for we
must consider the immediate psychosocial context
out of which symptoms emerge. A robust human
rights approach can thus address key aspects of this
relationship in order to enhance the well-being of
populations. Indeed, Amartya Sen’s capabilities
approach—a moral framework that understands
that the opportunity to develop capabilities is
central to human freedom and dignity—clearly
shows that rights and capabilities must be seen as
interdependent entities.34 In an attempt to respond
to that interdependence and ensure that access to
care and health equity are not conflated, we offer
the following suggestions.
First and foremost, greater inclusivity of
individuals who have been assigned psychiatric
diagnoses or who identify as individuals with psychosocial disabilities is needed in order to develop
policies, programs, and standards of care that appreciate diverse idioms of distress. Participation
JUNE 2020
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must be seen not as an add-on but as an “efficient
and effective strategy to improve health care systems and services”; such participation will help
expand proposed solutions beyond the biomedical
realm.35 That is why people with lived experience
should play a central role in the decision-making,
design, and dissemination of mental health research and practice standards. Such inclusion will
also help ensure that commercial interests do not
compromise the integrity of guidelines.
Also, in terms of addressing stigma, the enhanced participation of stakeholders will help us
better understand and challenge the institutional structures through which the stigmatization
of individuals with psychosocial disabilities is
perpetuated.36 In order to avoid what Flick Grey
has termed a process of “benevolent othering,”
anti-stigma approaches must be rooted in a more
nuanced sociological understanding of stigma that
sees it as social, relational, and structural.37 For example, in Australia, the Queensland Mental Health
Commission analyzed legislation and identified
laws that were potentially stigmatizing, described
why, and made specific recommendations for their
revision or elimination.38 A rights-based orientation can thus interrupt the stigmatizing process
because it is premised on the universality of human
dignity.39
Moreover, assessments of states’ and duty
bearers’ compliance with a rights-based approach
should not be limited to the availability of psychotropic medications. Interventions that fail to
consider the social determinants of health would
thus not be compliant with the right to health
and not aligned with scientific evidence.40 Population-based health must be put on equal footing with
intra-individual treatments because improvements
in the mental health status of populations cannot
be improved simply by increasing access to medical
and psychological treatments and services.41 For
example, the Special Rapporteur on the right to
health has consistently urged action on structural
factors that produce distress and has called on
states to fund health promotion activities and not
simply focus on scaling up access to psychiatric
diagnosis and treatment.42 Certainly, addressing
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structural violence (that is, the ways in which institutions and social arrangements hurt populations
and individuals) will undoubtedly be an uphill
battle: population-based interventions do not serve
industry the way biomedical interventions do.43
However, as the Special Rapporteur has urged, we
should not remain wedded to a narrow metric of
an essential medicines list when evaluating states’
human rights compliance; we need to expand assessments of compliance to include psychosocial
interventions.44
Finally, we need analyses that deepen our
understanding of the constitutive role of power in
the broader determination of health. The current
Special Rapporteur on the right to health pointed
out early on in his tenure that there needs to be a
shift in conversations and policies about mental
health—from talking about chemical imbalances to
addressing power imbalances.45 The resulting power
asymmetries that occur because decision-making
power remains concentrated in financially conflicted organized psychiatry and industry disempowers
the people who need the care the most.

Conclusion
Scaling up of psychiatry in low income countries
risks becoming scaled down to an “administrative
psychiatry” whose primary objective is the
prescription of psychotropic drugs and the reduction
of symptoms rather than addressing the social and
psychological factors which contribute to mental
breakdown and recovery.46

What are the conditions for the possibility of a
robust human rights approach to mental health?
While that question eludes easy answers, a
necessary starting point is recognizing that the precarious epistemological foundations of psychiatry
allow the mental health field to be manipulated by
industry. Therefore, although it is clear that many
people throughout the world are not getting
the health care they need and deserve, it is also
evident that the uncritical exportation of the biomedical disease model will not provide optimally
effective mental health interventions at either the
individual or population level. Indeed, scaling up
66
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mental health treatments in the absence of conceptual and structural competence may very well
lead to unintended human rights violations (such
as forced treatment).47 Challenging though it may
be, addressing the entrenched problem of commercial influence on the scientific evidence base is
essential if we are to bring a rights-based approach
to fruition.48
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