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Abstract: Physicians and the pharmaceutical industry share a convergence of interest in providing safe and effective

medications to patients, but differ in their practices and ethical standards. Interactions between them are inevitable and

desirable, but may create conflicts of interest for physicians. Marketing and medical education are fundamentally differ-

ent and must not be confused with one another. Studies show that marketing affects physician practice, that informa-

tion from industry is biased in favor of the manufacturer, and that physicians are not skilled in identifying the impact of

marketing on their clinical decisions. Self-serving bias is pervasive in these interactions and is particularly difficult to

detect in oneself. Guidelines regarding gifts are based on studies demonstrating their impact and generally recommend

that they be limited or avoided altogether. Free samples may be of benefit to patients, but must be used with caution to

avoid inappropriate drug choice. Contract services, such as research or speakers bureaus, require strict conformity to

ethical and regulatory standards. Disclosure, peer review, adherence to policies and guidelines, and frank self-examina-

tion are essential to ensure the objectivity of physicians engaged in clinical care, research, and teaching.

The field of medicine exists for the sole purpose of
providing care to patients who might benefit from
its ministrations. Research, teaching, clinical care,
and all related activities ultimately serve this single
purpose and must be judged on the basis of how
much and how well they contribute to the process.

Discovery and innovation, the acquisition of new
knowledge, and translation of that knowledge into
practical applications, have been the great strengths
of American medicine. This enterprise is built on a
combination of public and private investment in
research and development, made possible by the
commitment of tax dollars from the public sector
and the promise of return on investment in the
private arena.

Most basic science is the responsibility of aca-
demic and research centers, such as universities and

the National Institutes of Health (NIH), the mis-
sion of which is the discovery and dissemination of
knowledge. Although academic research may be
sponsored by public or private monies, the largest
source of public funding for medical research is the
NIH, which provided $28.6 billion for intramural
and grant-funded research in 2006 (1). The major-
ity of this research remains in the public domain,
mainly in the form of peer-reviewed publications.
Little of this work, however, leads directly to the
development of medications to benefit patients.

Industrial research, in contrast, is most often
internally funded with the aim of developing a
commercially viable product. The Pharmaceuti-
cal Research and Manufacturers Association
(PhRMA) estimates that its member corpora-
tions invested $43 billion in research and devel-
opment of new treatments in 2006 (2). Some of
this research remains proprietary, but much of it
enters the public domain through the U.S. Food
and Drug Administration (FDA) review process,
marketing, and peer-reviewed publications. The
large majority of newly introduced medications
are developed at least in part through this indus-
trial enterprise.

This alliance of public and private funding, of
academic and industrial research efforts, has been
remarkably effective in driving the development of
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new drugs and other treatment innovations. In
2006 there were 22 new drugs approved in the
United States, about a quarter of which were signif-
icant advances over previously available treatments
(3), representing more than half of all drugs devel-
oped worldwide (2). However, this system has sig-
nificant problems that must be addressed to ensure
the integrity of research and the clinical care it is
designed to serve.

Foremost among these issues is the quality of
information available to clinicians in the treatment
of their patients. Compromise in this area is espe-
cially likely in a highly competitive marketing en-
vironment in which financial stakes are large. Iron-
ically, or perhaps inevitably, the very market forces
that drive innovation also create pressures to ensure
high levels of sales and return on investment.

Prescription drug costs totaled $233 billion in
2003, representing 12.4% of health care expendi-
tures. Physician fees constituted 25.7% of the
health care budget during this same period, and
hospital costs, the largest single item in the health
care budget, reached 35.8% (4). The single largest
payor for these services is the federal government,
which covers 46% of health care expenditures
through Medicare, Medicaid, the Department of
Veterans Affairs, and other public programs. Pri-
vate insurance, including both for-profit and non-
profit companies, covered 42% of health care ex-
penses (4).

Each of these groups approaches health care from
a unique perspective and with somewhat different
priorities. All have an interest in promoting pa-
tients’ welfare, but each group also has financial
interests that complicate health care decisions and
conflict with one another. Each group seeks input
into the practice of medicine, which may take the
form of direct regulation, financial incentives, or
control of information to physicians. The motives
and limitations of each group must be assessed to
make reasonable judgments regarding its contribu-
tion to medical education and health care. Perhaps
most important, under the current system these
groups are largely interdependent, and none can
survive in the absence of the others.

MEDICAL EDUCATION AND MARKETING

The goal of medical education at all levels is the
provision of accurate, objective, and useful infor-
mation to clinicians who will use it to provide the
highest possible quality of care to their patients.
Objectivity and accuracy are essential in both re-
search and teaching to maintain the integrity of this
information.

In the best of all worlds, medical information

would come from completely objective sources
whose only motivation is the benefit of patients. In
the real world, a variety of complicating factors and
competing objectives not only pose risks to the
quality of information, but even complicate the
process by which that quality can be assessed.

Under the current system, the pharmaceutical in-
dustry markets its products to physicians, patients,
health care systems, and government agencies to
receive a return on its research investment. The
appropriate outcome of this process is the provision
of safe and effective drugs to patients who would
benefit from them. This goal is best achieved
through carefully conducted clinical studies, criti-
cal review of those data by independent experts and
regulatory bodies, education of clinicians on the
results of those studies, and sometimes dissemina-
tion of information directly to the public. Industry
has a large and legitimate interest in providing this
information to those in a position to act on it. Phy-
sicians have an interest in receiving this informa-
tion to stay current on pharmaceutical develop-
ment and regulatory actions. Thus, interactions
between physicians and industry are both inevitable
and desirable. Marketing, however, is not synony-
mous with education and should not be confused
with it.

Medical education is about the establishment,
maintenance, and certification of competence
among clinical practitioners. Industry is among the
largest sponsors of formal medical education. The
Accreditation Council for Continuing Medical Ed-
ucation (ACCME) reported that $1.35 billion was
spent by industry in direct payment or advertising fees
for continuing medical education (CME) programs
in 2005, representing 60% of all CME funding (5).

In addition, manufacturers spent $7 billion pro-
moting their products through direct marketing
contacts with physicians and more than $20 billion
marketing them through advertisements in profes-
sional journals and meetings, direct-to-consumer
advertising, and product samples (6). It is not sur-
prising in the current system that the boundaries
between medical education and marketing are fre-
quently blurred.

Physicians face the difficult challenge of sorting
through this information to determine what is of
value for their patients. Although physicians collec-
tively wield greater financial power than the phar-
maceutical industry, the individual clinician may
not sense such empowerment. Professional medical
organizations and other coalitions may be a better
approach (7) but have not consistently been active
or effective in this area. Medical school and resi-
dency do little to train physicians in the difference
between marketing and medical education or in
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how to ethically and responsibly interact with in-
dustry representatives as individuals or in profes-
sional groups (8).

Much of the discussion of this issue has gravi-
tated toward extreme positions that do not fairly
represent the nuances of marketing or lead to opti-
mal decisions by physicians. The first of these po-
sitions asserts that physicians are immune to mar-
keting and are able to maintain objectivity despite
gifts, financial incentives, and other marketing fac-
tors. The opposite position, equally untenable, is
that industry is by nature corrupt and physicians
cannot interact with it without being corrupted by
it. Neither of these perspectives is realistic or leads
to behavior conducive to optimal patient care.

MARKETING GOALS AND PRACTICES

Marketing clearly affects physicians’ practices (9–
11). More difficult to ascertain is the degree to which
that influence is in the best interest of patients. Legit-
imate marketing factors include the notification of
physicians that pharmaceutical products are available,
clinical efficacy data, safety data, regulatory informa-
tion (e.g., recent FDA actions regarding the drug),
cost structures, and cost effectiveness data. It is appro-
priate for physicians to receive and review these data
and to allow them to influence clinical decision-mak-
ing. Indeed, it would be irresponsible of physicians
not to do so.

Marketing may also include a number of illegit-
imate factors in reference to patient care. These
include personal relationships with marketers, gifts
and other incentives, biased information, and mo-
tivational activities. Within the field of marketing,
these are standard and acceptable practices. Medi-
cal ethics, in contrast, clearly demand the exclusion
of these factors from clinical decision making, as
they may lead to prescription of unnecessarily ex-
pensive drugs, less rational medication choices, or
inappropriate recommendations for hospital for-
mulary additions.

The primary use of marketing visits for the indi-
vidual physician is to receive the latest information
on recommendations regarding the manufacturer’s
drugs. These interactions are governed by the FDA,
which regulates drug marketing, and by policies of
companies that seek to keep their employees within
regulatory laws. Physicians are not bound by FDA
regulations in these visits or in their use of medica-
tions. It is illegal for companies to market their
drugs for off-label uses, but it is neither illegal nor
unethical for physicians to use them that way. Phy-
sicians should be aware of FDA rules, however, and
not place pharmaceutical representatives in com-
promising positions by asking for unapproved in-

formation, inappropriate gifts, or other favors.
Ideal topics for discussion are introductory materi-
als to new medications or recent FDA actions re-
garding existing drugs, including new indications,
new warnings, or revised package inserts. The phy-
sician may choose to hear the sales representative’s
marketing pitch, designed to highlight the positive
factors regarding the drug but should also take time
to review accompanying safety data and should not
accept biased marketing claims at face value (12, 13).
Questions regarding other information that the com-
pany has on the drug may generate a formal request
for contact with a company medical liaison and may
yield informative additional data. In an appropriately
regulated setting, samples may be delivered.

GIFTS

Gifts to physicians have been the subject of ex-
tensive controversy, a small amount of research,
and occasional guidelines or policy action. A clear
consensus among researchers in this area is that gifts
influence physicians, even when they do not believe
it to be so and even when the gifts are of negligible
value (8, 14). Patients’ perceptions of gifts tend to
be negative, more so than most physicians recog-
nize (15). Gifts such as pens and note pads labeled
with the name of a drug may serve the legitimate
goal of reminding physicians of the availability of a
specific product, but even gifts of trivial value tend
to create positive feelings toward the pharmaceuti-
cal representative and the manufacturer or a sense
of obligation to them, factors that are not directly
related to patient welfare. Furthermore, physicians
are not particularly adept at recognizing the factors
that influence them (10, 16).

Consequently, both the American Medical Associ-
ation (AMA) (17, 18) and PhRMA (19) have created
guidelines for physicians and pharmaceutical repre-
sentatives in the presentation and acceptance of gifts.
The guidelines, which closely parallel one another,
state that gifts should be of minimal value (PhRMA
specifies a $100 limit), should be related to the physi-
cian’s practice, may not include travel to meetings,
and should have no strings attached, among other re-
strictions. Neither set of guidelines is mandatory, al-
though several major pharmaceutical companies have
accepted them as policy, creating the ironic situation
of pharmaceutical representatives having to place lim-
its on physicians who are either uninformed about or
choose to disregard the AMA guidelines.

DRUG SAMPLES

Somewhat more ambiguous are free samples,
which do not benefit physicians directly but may be
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of great value to patients who are unable to afford a
potentially helpful medication, a factor cited by
physicians as driving their use (20). In addition,
samples may indirectly benefit physicians by broad-
ening their base of clinical experience (20), a poten-
tially positive effect. This practice carries the risk,
however, of encouraging physicians to prescribe a
more expensive drug even after the free samples are
no longer available or in cases in which the drug
may not be the optimal choice (9, 22–23). It is
important to remember, however, that the advan-
tage of most generic drugs is limited to cost, which
is the appropriate focus of a discussion of this issue.
In that context, it is noteworthy that a cost-effec-
tiveness study of the effects of removal of samples
from a health system found no impact on physician
prescribing but an overall increase in patients’ out-
of-pocket drug costs (24). Thus, in situations in
which a continued supply of these drugs will be
available, they may be justified as beneficial to pa-
tients and to physicians.

CONTRACT SERVICES

Contract services provided by physicians to drug
companies include management or participation in
clinical trials, service on speakers bureaus, and in-
volvement in research and marketing advisory pan-
els. Physicians, especially those in academic set-
tings, have expertise in clinical care, research, and
teaching that may appropriately be provided in ex-
change for reasonable fees. Physicians must exercise
care in doing so, however, to ensure that informa-
tion exchanged is accurate and objective and that it
is their expertise that is being provided and not
their opinions being sold. Examples of inappropri-
ate services include participation in advisory boards
without meaningful input to the company’s re-
search or marketing efforts, attachment of one’s
name to a ghost-written paper, or presentation of a
company’s marketing materials in a medical educa-
tion setting. Financial compensation for legitimate
services must be appropriate to the time and effort
involved lest it cross the sometimes diffuse bound-
ary between contract service and gift, as might be
the case when a large honorarium is offered in ex-
change for a trivial service. Useful tools in achieve-
ment of these goals include candid disclosure of
financial interests, peer review, scrupulous adher-
ence to regulatory guidelines, and incessant self-
examination.

SPEAKERS BUREAUS

Many drug companies maintain lists of physi-
cians and other experts with whom they contract to

speak in programs involving their products. These
programs are of two fundamentally different types,
marketing and CME, which differ substantially in
speakers’ legal and ethical obligations. Marketing
programs are regulated by the FDA, which strictly
controls their content, requires review of every slide
used, and limits commentary to approved informa-
tion. Speakers are permitted to answer unsolicited
questions from the audience with information from
peer-reviewed publications but are not allowed to
digress into topics such as off-label medication uses
or alternative therapies (especially competing prod-
ucts) or to minimize safety concerns associated with
the drugs. Most companies are aggressive about
training their speakers in these rules and ensuring
that they comply with them, lest they run afoul of
FDA regulations. Speakers in these programs
should be clear in their presentations that they are
engaged in a marketing exercise, should adhere to
the FDA rules completely, and should do so only if
they are comfortable in that role and with the data
they have contracted to present. Speakers with clin-
ical care responsibilities have an additional duty to
ensure that their contract work does not bias their
clinical decisions, a goal best achieved through peer
review and careful self-assessment.

Speakers at industry-supported CME programs
have a more difficult course to navigate, governed
by ACCME regulations but often facing pressures
from marketers to highlight or shade data to favor a
particular product. The magnitude of this problem
has been the subject of a small but consistent body
of research showing that bias in favor of the spon-
sor’s product is typical of these presentations (10,
25). The ACCME requires a minimal disclosure of
potential conflicts of interest, expertise appropriate
to the topic, specific learning objectives for the pro-
gram, and an effort to provide balanced informa-
tion (26). Best practices in these programs include
full disclosure of financial conflicts of interest, the
use of slides made independently of industry, peer
review of the material to be presented, and careful
self-examination to ensure that opinions expressed
are empirically supported and are not interchange-
able based on program sponsor (27).

RESEARCH GRANTS

Pharmaceutical companies may contract with
clinics and hospitals to enroll patients in clinical
trials of their drugs, either for FDA approval or to
obtain additional data on the performance of the
medications in clinical settings. These studies are
regulated by the FDA and by federal research
guidelines regarding human subject research (28).
Institutional review boards are charged with re-
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sponsibility to ensure that these rules are followed
and that patients’ rights and interests, such as pri-
vacy, informed consent, and safety, are protected.
An additional level of protection is added if these
data are to be presented in professional publica-
tions, which generally involves peer-review and
prior registration of studies to ensure that findings
unfavorable to the sponsoring company are not
suppressed (29).

BIAS—ORIGINS AND REMEDIES

SELF-SERVING BIAS

A substantial body of research in the social sci-
ences reveals an unconscious tendency to favor
one’s own position unrealistically when conflicts
exist with other possible perspectives. As an ele-
mentary school student playing sandlot baseball, I
noticed an interesting pattern of runners at first
base always appearing “safe” to teammates on the
sidelines, but “out” to the opposing team in the
field. Little did I know that a similar study involv-
ing supporters of college football teams counting
penalties by their own and the opposing team
found exactly this bias in favor of one’s own side
(30). Of particular interest in both of these cases
was a lack of awareness of any bias on the part of the
participants, all of whom believed they were judg-
ing fairly and impartially.

This is particularly true when judgments affect
one’s financial self-interests. In studies of workers
comparing the fairness of payment by the hour or
by the task completed, workers tended to see the
fairer method of payment as the one that paid them
more (31). Experimental subjects in a bargaining
task that could be resolved by the two parties either
agreeing to share the probability of financial gain
equally or the expected financial outcome equally,
each party saw as fairer the bargain that was more
favorable to them (32). Babcock and Loewenstein
have applied this principle to bargaining impasses
in contract negotiations (33) and legal disputes
(34), which may become mired in conflicting views
of fairness between parties whose perspectives are
skewed by self-interest. As in the previous cases,
participants in these studies believed themselves to
be objective and fair while consistently making de-
cisions in their own interests.

Although none of these studies was conducted in
the context of clinical practice, they create a picture
with probable implications for medicine. Dana and
Loewenstein (35) have extrapolated these data to
the issue of gifts and their impact on medical deci-
sion making, concluding that a ban on all gifts is the

only remedy. Interestingly, Babcock et al, (36) take
a less draconian approach when discussing their
own field of legal disputes and have reported effec-
tive strategies to reduce bias by individuals simply
reviewing the weaknesses of their own perspectives
or examining arguments contrary to their current
views. It is not clear why a similar approach would
not be effective for physicians.

It is hardly a new idea to suggest that physicians
may be swayed by self-interest in clinical decisions
and recommendations. Within psychiatry, it is ap-
propriate to ask on what basis physicians maintain
objectivity when making treatment decisions with
major implications for their own time commitment
or income, such as psychotherapy versus medica-
tion management or time-limited versus open-
ended psychotherapy. Studies of self-serving bias
should particularly give pause to clinicians who de-
pend on their personal clinical experience and judg-
ment as the primary bases for patient-care recom-
mendations, the most common factor physicians
invoke to justify their decisions (20).

These studies have even greater implications for
physicians who serve on advisory boards, partici-
pate in speakers bureaus, accept contracts for re-
search, or accept payment for other activities. The
combination of immersion in a company’s perspec-
tive on its drugs and receipt of financial compensa-
tion are key factors in the creation of self-serving
bias. They are compounded by the risk that the
profitable relationship will be sacrificed if the
wrong opinions are shared.

Traditionally, the profession has depended on
training insulated from costs and income, peer
review, and controlled research studies to ensure
independence of decision making. Within the
ethics community, these conflicts are considered
“intrinsic” to the practice of medicine and there-
fore unavoidable, in contrast to “extrinsic” con-
flicts, which are superimposed on medical prac-
tice from outside (37). Little evidence is
available, however, to demonstrate that there is
any practical difference between intrinsic and ex-
trinsic conflicts of interest or that current train-
ing practices are effective for overcoming them.
Most concerning is the unconscious nature of
this bias, making it largely invisible to the indi-
vidual involved. At present, the best evidence
suggests that role-playing exercises may be the
most effective intervention (36), but these have
not yet been studied in the medical setting.

INSTITUTIONAL REGULATIONS

Institutional policies have been recommended
to address issues that arise in contacts with mar-
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keters, particularly as they relate to trainees (38,
39). In 2003 the University of Michigan became
the first of a small but growing number of leading
academic medical centers to implement stricter
rules regarding gifts and related items, such as
meals. The Michigan policy forbids all industry
gifts to clinicians (including food), prohibits any
unsupervised contact between trainees and phar-
maceutical representatives, bars the use of free
samples (although vouchers are permitted), and
places restrictions on industry sponsorship of ed-
ucational activities (40). An AMSA survey of
medical schools found similar policies more re-
cently adopted at the University of California
Davis, University of Pennsylvania, Stanford Uni-
versity, and Yale University (41, 42). The survey
also found, however, that the large majority of
U.S. medical centers neither recommend nor re-
quire such practices. Among psychiatry pro-
grams, there is little awareness of institutional
policies at most training centers and little sense
that they have an impact on physician behavior
(8).

Objections have been raised to the absence in
these policies of restrictions on faculty members’
interactions with industry through contracts and
grants for research, teaching, or speakers bureaus
(43). These interactions, however, must be consid-
ered separately from gifts and marketing through
physician visits. Contacts between academia and
industry are essential for the development of new
medical treatments but are subject to the same
types of bias that affect other activities. Additional

institutional oversight of these activities is necessary
and appropriate.

DISCLOSURE

In all CME programs, most professional jour-
nals, many clinical and academic institutions, and
some professional organizations (including APA),
disclosure of potential conflicts of interest is re-
quired for participation in medical education pro-
grams, research, and governance. Expected levels of
disclosure differ significantly among organizations,
the most common being a simple listing of compa-
nies with which one has affiliations and the nature
of those associations. Higher levels of disclosure
may include a list of financial relationships in order
of compensation received or a more explicit state-
ment of either the total amount of money received
or percentage of income derived from each activity.
Examples of each of these, illustrated with the au-
thor’s financial disclosure information, are shown
in Table 1. APA requires the lowest level for CME
programs, in accordance with ACCME rules (26)
but the highest level of disclosure for participation
in committees overseeing this work.

Although it is anticipated that such a disclosure
would help expose bias in a presentation or official
decision, there are no studies in peer-reviewed med-
ical journals examining this topic. One set of stud-
ies involving a nonmedical paradigm found that
disclosure actually worsened the bias of the pre-
senter, making listeners’ judgments more difficult
(44, 45). Not taken into account in this research,

Table 1. The Author’s Financial Disclosure for the Past 3 Years

Company Relationship
Income

(%)

A. Standard disclosure. Companies are listed in alphabetic order

AstraZeneca Pharmaceuticals Speakers bureau

Bristol-Myers Squibb Company Speakers bureau

Janssen Pharmaceutica Speakers bureau

B. Intermediate level financial disclosure. Companies are listed in order of compensation received over the past 3 years

AstraZeneca Pharmaceuticals Speakers bureau

Bristol-Myers Squibb Company Speakers bureau

Janssen Pharmaceutica Speakers bureau

C. High level of disclosure. Companies and their products are shown, along with the percentage of income derived from each activity

AstraZeneca Pharmaceuticals
(quetiapine)

Speakers bureau 5.7

Bristol-Myers Squibb Company
(aripiprazole, selegiline)

Speakers bureau 1.2

Janssen Pharmaceutica
(paliperidone, risperidone)

Speakers bureau 0.7
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however, was the long-term impact on those mak-
ing the disclosure, who, in order to maintain cred-
ibility and professional reputation, may take greater
care to ensure objectivity if the extent of their in-
volvement with industry were widely known or
might be induced to restrict the degree of their
involvement if it were subject to public review. De-
spite the dearth of data, the trend in professional
organizations and journals has been toward greater
degrees of disclosure. Studies of patients have indi-
cated that they also prefer higher degrees of disclo-
sure in clinical settings (15), although not in re-
search studies (46).

PEER REVIEW

Medical journals have long depended on peer
review to maintain the quality and integrity of pro-
fessional publications. Peer review involves not
only the passing of judgment on research but also
an opportunity for specific, detailed critique of
methodology, perspective, and conclusions. De-
spite a paucity of evidence that peer review is either
valid or reliable, it has become the gold standard of
objectivity in the conduct and dissemination of sci-
entific research. Within clinical medicine, peer re-
view is used to ensure the competence of individual
clinicians and the integrity of clinical practice.

Peer review has only recently been included,
however, in CME programs or other presentations.
Some professional organizations now include a for-
mal peer review of slides and other educational ma-
terials before their presentation. In 2007, for exam-
ple, APA piloted a peer-review procedure for
selected industry-supported symposia as a step to-
ward ensuring the objectivity of those programs.
The effectiveness of this approach is yet to be de-
termined.

RESEARCH LITERACY

The current emphasis on evidence-based medi-
cine in residency training and medical practice is
dependent on high-quality research, high standards
in professional publications, and the capacity of in-
dividual clinicians to review and assess pertinent
research findings. Among the factors to be consid-
ered in this process is research sponsorship, specif-
ically with regard to industry-supported studies
with the potential to enhance the marketing posi-
tion of a specific drug. Even in journals with the
most vigorous standards of review, bias toward the
sponsoring companies’ products is evident (47). It
would be disingenuous, however, of the medical
profession to demand ever greater levels of empiri-
cal data from pharmaceutical companies concern-

ing their products and then to disregard precisely
those data on the basis of their originating in indus-
try. Instead, additional measures of objectivity and
scientific rigor are required. The recently estab-
lished international registry of clinical trials (29) is
an excellent step in this direction. In addition, in-
dividual physicians should temper their trust in
clinical experience and make more extensive use of
evidence-based decision-making. To do so, they
should be encouraged to increase their familiarity
with research design and seek to become more dis-
cerning consumers of the evidence-based medical
literature.

SUMMARY AND RECOMMENDATIONS

Interactions between clinicians and the pharma-
ceutical industry are both inevitable and desirable
but create potential conflicts of interest for physi-
cians that must be addressed. A significant body of
evidence shows that bias is common across a broad
range of industry-sponsored activities. Among phy-
sicians, self-serving bias is difficult to detect and
may be introduced by the acceptance of gifts or
contracts, or by alignment with a particular prod-
uct for other reasons. Physicians often underesti-
mate the degree to which they are influenced by
marketing and other nonclinical factors.

Physicians may choose to interact with market-
ing representatives to stay abreast of new develop-
ments with particular drugs, especially as repre-
sented by FDA actions, but must take care with
other aspects of these contacts. Physicians may not
be aware of the amount of control they have over
their interactions with industry and would benefit
from being more thoughtful and assertive in ex-
pressing their expectations and ethical standards.
Perhaps the clearest issue involves gifts from mar-
keting representatives, which are difficult to justify
in most cases and have been shown to have more
impact on clinical practice than physicians realize.
The trend among policies in both medicine and
industry is toward greater restriction of their use.
Other issues also require a thoughtful and careful
approach. The following recommendations are
consistent with the current research, policies, and
guidelines:

● Regarding gifts, it is recommended that physi-
cians familiarize themselves with and scrupu-
lously follow the AMA guidelines, but there is
no clear reason why gifts should be accepted
under any circumstances.

● Acceptance of samples must be done with care
to ensure that they are provided to appropriate
patients and result in enhancement of care.
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● Participation in speakers bureaus requires
strict adherence to FDA regulations, frequent
self-examination regarding objectivity, and pe-
riodic peer review of the consequences for clin-
ical practice.

● CME programs must be conducting indepen-
dently of the supporting company, should not
incorporate marketing materials, and should
be reviewed personally and by peers to ensure
objectivity and freedom from bias. Partici-
pants should be alert to bias and ask questions
to clarify any concerns.

● Contract relationships for research and consul-
tation require careful attention to FDA and
institutional policies, disclosure, peer review,
and self-evaluation.

● Industry-sponsored research has a place in pro-
fessional journals and medical practice, but in-
dividual clinicians must become educated con-
sumers of this literature to detect subtle
sources of bias without rejecting legitimate re-
search data.

● All physicians should be aware of the potential
for self-serving bias to affect these and other
interactions and should take advantage of peer
review, examination of alternative positions,
adherence to institutional guidelines, and dis-
closure requirements to minimize this risk.

● Physicians should collectively work to main-
tain the integrity of clinical practice and aca-
demic medicine through professional organi-
zations, institutional regulations, and other
activities.

We would do well to remember the words of J.
Reuben Clark, who in the early 20th century left a
successful career in government service to become a
religious leader. His teenage daughter once ob-
jected to his rules regarding her dating by asking,
“Daddy . . . do you not trust me?” He wisely an-
swered, “No, my child . . . I do not even trust my-
self.” (48)
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