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The World Psychiatric Association (WPA)

The WPA is an association of psychiatric societies aimed to
increase knowledge and skills necessary for work in the field
of mental health and the care for the mentally ill. Its member
societies are presently 123, spanning 106 different countries
and representing more than 150,000 psychiatrists. The WPA
organizes the World Congress of Psychiatry every three years.
It also organizes international and regional congresses and
meetings, and thematic conferences. It has 55 scientific sec-
tions, aimed to disseminate information and promote collab-
orative work in specific domains of psychiatry. It has pro-
duced recently several educational programmes and series of
books. It has developed ethical guidelines for psychiatric
practice, including the Madrid Declaration (1996). Further
information on the WPA can be found in the website
www.wpanet.org.
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The Declaration of Hawaii (1) was the first positional
statement of the psychiatric profession concerning ethi-
cal questions. It was prepared by Clarence Blomquist
and was adopted by the General Assembly of the World
Psychiatric Association in Hawaii in 1977. Its primary
aim was to encourage psychiatrists in conflicts of loyal-
ty in contemporary societies and to help them in conflicts
of psychiatric decision-making. A major trigger was the
political misuse of psychiatry in countries such as the
former Soviet Union, Romania and South Africa, that
came to public awareness during the early 1970s. The
very first paragraph of the Declaration is concerned with
the ethical problem of the political misuse of psychiatric
concepts, knowledge and techniques (2).

The Declaration of Hawaii explicates the ethical
principles of respect for autonomy and of beneficence,
by formulating the components of informed consent,
by calling to mind the obligation of confidentiality, by
stating rules for forensic evaluation and compulsory
interventions, by demanding the possibility of inde-
pendent proof of compulsory measures and by oblig-
ing psychiatrists not to misuse their professional pos-
sibilities and particularly to abstain from any compul-
sory intervention in the absence of a mental disorder. 

The efforts of psychiatrists and health politicians
initiated in many countries continued to achieve fun-
damental improvement of care for the mentally ill. A
growing recognition of their fundamental rights led to
the United Nations (UN) Resolution 46/119 for the
Protection of Persons with Mental Illness and the
Improvement of Mental Health Care (Principles for
Policy on Mental Health) in 1991 (3). In this resolu-
tion, human rights of the mentally ill and their right to
treatment were codified for the first time in a UN doc-
ument. Psychiatrists were meant to use these regula-
tions as a reference vis-à-vis the authorities and gov-
ernments of their countries. The national governments,
for their parts, were to promote the principles of this
resolution by means of appropriate legislative, juridi-
cal, administrative, educative and other provisions.

THE DEVELOPMENT AND CONTENTS 
OF THE MADRID DECLARATION   

Against this background, at the 1993 World Con-
gress in Rio, the WPA gave its Ethics Committee the
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mandate to update the Hawaii Declaration and to
develop guidelines for specific situations.

The process involved the collection of data on the
issue of professional ethics in the field of medicine
and psychiatry from all WPA societies. The literature
on ethical codes was complemented in 1994, upon
the recommendation of the WPA Long Range Plan-
ning Committee, by a mail survey of the different
societies, aiming to identify the existence of codes of
ethics for psychiatrists in the different countries.
Responses were received from 21 countries, of
which six followed the general medical code, 13 had
a special code for psychiatrists and two were prepar-
ing a code of ethics for psychiatrists at the time of
the survey.

Furthermore, in order to obtain a survey on the
rights of mental patients, all WPA member societies
were requested to answer a checklist prepared by Dr.
Bertolote of the Division of Mental Health of the
World Health Organization in Geneva for the assess-
ment of the human rights conditions of the mentally ill.
In 70% of the countries there was a legislation govern-
ing mental health care and a specific government body
responsible for promoting and maintaining the quality
of mental health care. In about half of the countries
there were available resources (human, financial and
material) for mental health facilities that were compa-
rable to those for other health facilities. Regarding the
rights of mental patients, in about half of the countries
patients were always asked for an informed consent
prior to the beginning of a treatment, and in 57% of the
countries there was a policy regarding the guidelines
for restraining mental patients. Patients could access
their medical records upon request in 74% of respond-
ing countries. However, only 43 countries had explicit
laws prohibiting discrimination against persons with a
mental disorder, and in 30% of countries prisons and
jails were sometimes used to house people with men-
tal disorders.

The first section of the Madrid Declaration (4) out-
lines the ethical commitments of the profession and the
theoretical assumptions upon which these are based. It
acknowledges that medical professionals are facing
new ethical dilemmas resulting from increasingly
complex medical interventions, new tensions between
the physician and the patients, new social expectations
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from the physician, development of new research modalities, and
rapid advancement of research technology with prospects for pos-
sible technological interventions especially in the field of genetic
research and counseling. However, it also stresses that, despite
cultural, social and national differences, the need for ethical con-
duct and continual review of ethical standards remains universal.
It states that as a practitioner of medicine, the psychiatrist must be
aware of the ethical implications of being a physician, and of the
specific ethical demands of the specialty of psychiatry. As mem-
bers of society, psychiatrists must balance professional obligations
with their responsibilities for the common good. Furthermore, the
Declaration emphasizes that ethical behavior is based on the indi-
vidual psychiatrist’s sense of responsibility towards the patient
and his/her judgment in determining what is correct and appropri-
ate conduct.

The second section of the Declaration contains seven general
guidelines that focus on the aim of psychiatry. It states that:

1. Psychiatry is a medical discipline concerned with: the provi-
sion of the best treatment for mental disorders, the rehabili-
tation of individuals suffering from mental illness and the
promotion of mental health. Psychiatrists serve patients by
providing the best therapy available consistent with accepted
scientific knowledge and ethical principles. They should
devise therapeutic interventions that are the least restrictive
to the freedom of the patient and seek advice in areas of their
work about which they do not have primary expertise. While
doing so, they should be aware of and concerned with the
equitable allocation of health resources.

2. It is the duty of psychiatrists to keep abreast of scientific
developments of the specialty and to convey updated knowl-
edge to others. 

3. The patient should be accepted as a partner by right in the
therapeutic process. The therapist-patient relationship must
be based on mutual trust and respect to allow the patient to
make free and informed decisions.  

4. When the patient is incapacitated and unable to exercise
proper judgment because of a mental disorder, the psychia-
trist should consult with family and, if appropriate, seek
legal counsel, to safeguard the human dignity and the legal
rights of the patient. No treatment should be provided
against the patient’s will, unless withholding treatment
would endanger the life of the patient and/or those who sur-
round him or her. Treatment must always be in the best
interest of the patient.

5. When psychiatrists are requested to assess a person, it is their
duty to inform the person being assessed about the purpose
of the intervention.

6. Information obtained in the therapeutic relationship should
be kept in confidence and used, only and exclusively, for the
purpose of improving the mental health of the patient.
Breach of confidentiality may only be appropriate when seri-
ous physical or mental harm to the patient or to a third per-
son would ensue if confidentiality were maintained.

7. Research that is not conducted in accordance with the canons
of science is unethical.  Because psychiatric patients are par-
ticularly vulnerable research subjects, extra caution should

be taken to safeguard their autonomy as well as their mental
and physical integrity. 

SPECIFIC GUIDELINES 

The third section of the Madrid Declaration deals with guide-
lines on specific issues. Five of those specific guidelines, address-
ing euthanasia, torture, death penalty, sex selection and organ
transplantation, were endorsed by the WPA General Assembly in
Madrid in 1996. Three further guidelines on psychiatrists address-
ing the media, psychiatrists and discrimination on ethnic or cultur-
al grounds, and psychiatrists and genetic research were endorsed
by the WPA General Assembly in Hamburg in 1999. Ethics of psy-
chotherapy, conflict of interest in relationship with the industry,
conflict with third party payers and violating the clinical bound-
aries were endorsed in Yokohama 2002. Ethical positions on those
issues are complementary to the Madrid Declaration.

Euthanasia. On the issue of mercy killing or euthanasia, the
Madrid Declaration stresses that the physician’s duty is, first and
foremost, the promotion of health, the reduction of suffering, and
the protection of life. The psychiatrist should be aware that the
views of a patient might be distorted by mental illness such as
depression.  In such situations, the psychiatrist’s role is to treat the
illness. 

Torture. The Madrid Declaration states that psychiatrists
should not take part in any process of mental or physical torture,
even when authorities attempt to force their involvement in such
acts. It also states that psychiatrists should not under any circum-
stances participate in legally authorized executions nor participate
in assessments of competency to be executed for convicts receiv-
ing the death penalty. 

Sex selection. Aware that preference of male offspring in some
societies may lead to a termination of pregnancy assisted by a psy-
chiatric certificate, the Madrid Declaration stresses that under no
circumstances should a psychiatrist participate in decisions to ter-
minate pregnancy for the purpose of sex selection. 

Involvement of psychiatrists in organ transplantation. The
Declaration states that the psychiatrist should not act as a proxy
decision maker for patients or use psychotherapeutic skills to
influence the decision of a patient in these matters.

Psychiatrists and discrimination on ethnic or cultural grounds.
Discrimination by psychiatrists on the basis of ethnicity or culture,
whether directly or by aiding others, is unethical. Psychiatrists shall
never be involved or endorse, directly or indirectly, any activity
related to ethnic cleansing. 

Psychiatrists and genetic research and counseling. At its 30th
session 1999, UNESCO’s General Conference endorsed the
Guidelines for the Implementation of the Universal Declaration of
the Human Genome and Human Rights drawn up by the Interna-
tional Bioethics Committee and approved by the Intergovernmen-
tal Bioethics Committee (5). This Declaration affirms that in a
symbolic sense the human genome is the heritage of humanity and
underlies the recognition of people’s inherent dignity and diversi-
ty, which is why it is imperative not to reduce individuals to their
genetic characteristics and to respect their uniqueness and diversi-
ty. It stresses the imperative of rigorous and prior assessment of
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the potential risks and benefits pertaining to research, treatment or
diagnosis affecting an individual’s genome and the right of each
individual to decide whether or not to be informed of the results of
genetic examination. The Madrid Declaration emphasizes that
with the increasing pace of research in the genetic basis of mental
disorders and the increasing participation of psychiatric patients
and their families in genetic research, psychiatrists are under the
ethical obligation to follow the guidelines of good practice, and to
avoid the risks associated with premature disclosure, misinterpre-
tations or misuse of genetic information. Psychiatrists should
therefore ensure satisfactory quality assurance procedures for such
testing and adequate and easily accessible resources for genetic
counseling.

Ethics of psychotherapy. Like any other treatment in medicine,
the prescription of psychotherapy should follow accepted guide-
lines for obtaining informed consent prior to the initiation of treat-
ment as well as updating it in the course of treatment if goals and
objectives of treatment are modified in a significant way. If clini-
cal wisdom, long standing and well-established practice patterns
(this takes into consideration cultural and religious issues) and sci-
entific evidence suggest potential clinical benefits to combining
medication treatment with psychotherapy, this should be brought
to the patient’s attention and fully discussed. Under no circum-
stances shall the psychotherapist use this relationship to personal
advantage or transgress the boundaries established by the profes-
sional relationship. 

Conflict of interest in relationship with industry. The practi-
tioner must diligently guard against accepting gifts that could have
an undue influence on professional work. Psychiatrists conducting
clinical trials are under an obligation to disclose to the Ethics
Review Board and their research subjects their financial and con-
tractual obligations and benefits related to the sponsor of the study.
Psychiatrists conducting clinical trials have to ensure that their
patients have understood all aspects of the informed consent. 

Conflicts arising with third party payers. Psychiatrists should
oppose discriminatory practices which limit patients’ benefits and
entitlements, deny parity, curb the scope of treatment, or limit
patients’ access to proper medications. Professional independence
to apply best practice guidelines and clinical wisdom in upholding
the welfare of the patient should be the primary considerations for
the psychiatrist. 

Violating the clinical boundaries and trust between psychia-
trists and patients. The psychiatrist-patient relationship may be
the only relationship that permits an exploration of the deeply per-
sonal and emotional space, as granted by the patient. Within this
relationship, the psychiatrist’s respect for the humanity and digni-
ty of the patient builds a foundation of trust that is essential for a
comprehensive treatment plan. The relationship encourages the
patient to explore deeply held strengths, weaknesses, fears, and
desires, and many of these might be related to sexuality. Knowl-
edge of these characteristics of the patient places the psychiatrist
in a position of advantage that the patient allows on the expecta-

tion of trust and respect. Taking advantage of that knowledge by
manipulating the patient’s sexual fears and desires in order to
obtain sexual access is a breach of the trust, regardless of consent.
In the therapeutic relationship, consent on the part of the patient is
considered vitiated by the knowledge the psychiatrist possesses
about the patient and by the power differential that vests the psy-
chiatrist with special authority over the patient. Consent under
these circumstances will be tantamount to exploitation of the
patient. The latent sexual dynamics inherent in all relationships
can become manifest in the course of the therapeutic relationship
and if they are not properly handled by the therapist can produce
anguish to the patient. This anguish is likely to become more pro-
nounced if the therapist uses seductive statements and inappropri-
ate non-verbal behavior. Under no circumstances, therefore,
should a psychiatrist get involved with a patient in any form of
sexual behavior, irrespective of whether this behavior is initiated
by the patient or the therapist. 

THE IMPLEMENTATION OF THE MADRID
DECLARATION

The Madrid Declaration has been translated into many lan-
guages and constitutes the ethical codes and principles by which
WPA member societies should abide. 

In 1998 the WPA conducted a survey among its member soci-
eties to assess the relevance of the Madrid Declaration to the pro-
motion of ethical principles in the practice of psychiatric profes-
sion. The survey was repeated again in 2001 and showed an
increased use of the Declaration. In 1998, 65% of members soci-
eties believed that the WPA statutory purpose of promoting the
highest ethical standards in psychiatric work was fulfilled. The
figure rose to 76% in the 2001 survey. In 1998, 73% of member
societies rated the Declaration between good and excellent. That
percentage rose to about 77% in 2001. Over a span of 3 years,
57.6% of societies had functioning ethical committees as opposed
to 47% in the earlier survey.

Currently almost all member societies of the WPA (123) have
adopted the Madrid Declaration. Abiding by the Declaration is a
prerequisite for new applications for membership. 
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