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Conflicts of Interest 
As Christian physicians and dentists, we seek to glorify God in our profession by serving our 

patients. The practice of medicine and dentistry necessarily poses situations in which clinicians' 

personal interests, financial and otherwise, may conflict with those of their patients. The 

existence of these conflicts of interest is not inherently wrong.  

 

We believe that when interests conflict, clinicians should resolve the conflicts by voluntarily 

subordinating their personal interests to the best interests of their patients. On occasion, a 

clinician may need to arrange alternative means of providing patient care in order to respond to 

family or personal needs.  

 

We recognize that some clinicians, Christians and non-Christians alike, may at times fail to make 

the virtuous choice of placing their patient's' interests before their own. We therefore support 

professional efforts to prohibit health care practitioners from engaging in activities which place 

their personal interests above those of their patient's, when such activities can be clearly defined.  

 

 

 

   Approved by House of Delegates 

   Passed with more than a two-thirds majority 

   April 29, 1994. Dallas, Texas. 

 

 

Explanation 
____________________________________________________________________________________ 

A conflict of interest exists in medicine or dentistry when the clinical judgment of the physician or dentist 
concerning a primary interest may be unduly influenced by a secondary interest. Legitimate primary 
interests include the health and best interests of our patients, the education of students, and the integrity 
of research. We most often think of money as the secondary interest which may cloud our thinking, but 
other secondary interests include fame, fun, free time, even family priorities.  

Financial conflicts of interest are inherent in clinical practice; they cannot be eliminated. In fee for service 
practice, the incentive is to increase utilization. In prepaid practice, the incentive is most often to decrease 
utilization. There are potential conflicts of interest with hospitals, laboratories, industry, publishers. 
Numerous empiric studies have confirmed that financial incentives (both positive and negative) do 
influence clinical decisions.  

Financial conflicts of interest must first be recognized, and they must be managed. Ideally, they should be 
managed by the individual practitioner using personal integrity. He or she should commit to making 
clinical decisions based on what is best for the patient, not influenced by his or her own income. We must 
recall Jesus teaching to His disciples that No one can serve two masters...You cannot serve both God 
and Money. (Matt. 6:24 NIV) In addition to personal integrity, checks can be built into the system by 
professional guidelines or governmental regulations. Some financial conflicts of interest can be handled 
adequately by full disclosure (e.g. minor lab testing in the office), others should probably be prohibited 
(e.g. fee splitting; ownership of imaging centers to which the clinician refers patients).  

There are inherent conflicts of interest in some types of medical and dental practice, e.g. industrial 
medicine, prison medicine, military medicine, sports medicine, legal medicine, and others. It is necessary 
for practitioners in these and all fields of practice to clearly focus on who they are working for (i.e. the 
patient), and what is their primary goal (i.e. the patient s best interests).  

Conflicts of interest in medical and dental research are another matter. The individual doing research 
must wear two hats: that of the clinician who is committed to doing what is best for the patient, and that of 
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the investigator who is seeking an answer to a scientific question by using a human subject. The 
clinician/patient relationship and the investigator/subject relationship have different goals which must be 
clearly identified. Institutional Review Boards have been mandated by the federal government to oversee 
all research involving human subjects in order to assure informed consent and protection from undue 
risk.  

It is possible to carry to extremes the concept of focusing on patient needs such that the clinician ignores 
personal needs and family obligations. This statement is not meant to encourage workaholism. The 
clinician must control his or her practice and arrange for protected time for rest, exercise, worship, and 
family activities.  

Abstracts 

Greene RF. Kingdom quality stuff. CMDS Journal Summer 1990; XXI (2):12-14 with a response by 
Mellerstig KE.  

Starting with a portion of Bunyan's Pilgrim's Progress, the surgeon/author examines his own priorities and 
challenges us not to look one way and row another by which he means the natural tendency of Christians 
to be concerned about advancing God s Kingdom while at the same time spending our time, money, and 
effort at securing our own lives and estates.  

In response, another surgeon contrasts praise for the gift of a second-hand sofa to guilt over the cost of a 
Christian conference at a Kingdom Quality resort.  

Schiedermayer DL. The free lunch syndrome: Physicians and the pharmaceutical industry. CMDS 
Journal Summer 1993; XXIV(2):30-33  

The physician/ethicist author defines this syndrome as mild to moderate greed, mild and early 
compromise of ethical standards, all found in the clinical setting of pharmaceutical promotional activities 
and he observes that it seems to afflict many otherwise ethical physicians. After relating the gift-giving 
practices of pharmaceutical representatives, he examines pertinent biblical and ethical principles. A side-
bar offers specific guidelines and examples of those promotional activities which are clearly acceptable, 
probably acceptable, probably not acceptable, and clearly unacceptable.  

Rodwin MA. Medicine, Money and Morals. New York: Oxford University Press, 1993; 411 pp  

This book, by an attorney who specializes in health policy, offers an in-depth look at the problems of 
financial conflicts of interest in the practice of medicine and the profession s response over the last 100 
years. He explains why the profession has failed to cope successfully with them, and shows how the 
problems have become worse over time. He shows what can be learned from the way society has coped 
with conflicts of interest involving other professions (lawyers, government officials, and financial 
professionals), all of whom are held to higher standards of accountability than medical professionals. He 
looks carefully at the current problems of financial incentives and offers some suggested remedies.  

Bloche MG. Clinical loyalties and the social purposes of medicine. JAMA 1999;281(3):268-74  

Physicians increasingly face conflicts between the ethic of undivided loyalty to patients and pressure to 
use clinical methods and judgment for social purposes and on behalf of third parties. The principle legal 
and ethical paradigms by which these conflicts are managed are inadequate, because they either deny or 
unsuccessfully finesse the reality of contradiction between fidelity to patients and society's other 
expectations of medicine. This reality needs to be more squarely acknowledged. The challenge for ethics 
and law is not to resolve this tension -- an impossible task -- but to mediate it in myriad clinical 
circumstances in a way that preserves the primacy of keeping faith with patients while conceding the 
legitimacy of society's other expectations of medicine.   
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