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Editorial
“Conflicts of interest” as euphemism for bias are as counterproductive as they are frequent all over
the world, whether in Germany,
India, Chile, Kenya, France or Italy.
This problem is the topic of several
articles of MEZIS-Nachrichten from
north and south. The declaration of
conflicts of interest in small print
has become a minimum standard
for scientific integrity. But what use
is this declaration at the end of an
article when it has already been

read? Knowing about the bias of the
author(s) should sharpen a critical
reception from the beginning of the
reading. As the first print medium
in Germany, MEZIS-Nachrichten
will position all conflicts of interest
preceding a contribution with the
same prominence as the author’s
name and institute. Transparency
is best seen in a glaring spotlight!
We hope to thus send a signal and
inspire others.

Christiane Fischer.

Conflicts of Interest between Physicians and
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Current situation
There is a longstanding relationship between Chilean physicians

and the pharmaceutical industry.
As a country with few research investment and development, the
pharmaceutical industry has focused primarily on the direct contact between pharmaceutical reps
and physicians in private and public practices. In public hospitals, it
is still common to gaze several drug
reps waiting their opportunity to
approach doctors. Pharmaceutical
companies usually provide catering for clinical meetings and also
approach individually doctors with
free samples, souvenirs and -eventually- invitation to conferences
where flight tickets and hospitality
are included. Pharmaceutical companies also sponsor celebrations,
football games and other events
where interactions between doc-

tors and reps become more fluent,
often leading to creating bonds of
trust and friendship.
This landscape seems to be
changing, unfortunately not due
to effective public policies, but because of new strategies of Big Pharma to disguise marketing as continuing medical education (CME).

Big Pharma also focuses on key
opinion leaders (KOL), as crucial
stakeholders in the chain of pharmaceutical marketing aimed to
doctors. They are usually renowned
professionals with a strong reputation in their specialty, who participate both in industry conferences
and guideline panels. Big Pharma
makes use of their reputation and
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trust from peers to endorse a new
drug in a fancy hotel, which is far
more effective than the most articulated pharmaceutical rep. This
strategy is also critical in policymaking as these KOL participate in
the decision-making process where
guidelines and specific therapeutical strategies for particular diseases are decided. This replicates
an individual conflict of interest to
a national scale. Measures taken by
the Ministry of Health such as CoI
disclosure forms have not probed
to provide immunity to tackle bias
risk.
Policy environment

During the last three years, there
have been a couple of legislative
initiatives which represent the first
baby steps in order to regulate CoI
between physicians and the pharmaceutical industry. One of them
is the Ricarte Soto Act1 which guarantees coverage of high cost drugs.
This law banned KOLs from their
participation in the decision making process if they have received
funding from the industry 2 years
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before and after their potential involvement.

This law sets a strict standard
which has no comparison with previous regulatory attempts in Chile.
Nowadays, the Chilean parliament
is discussing a new legislative proposal which seeks to replicate the
U.S. Sunshine Act,2 a transparency
proposal which obliges industry
to publish all payments done to
doctors, identificating the latter by
their name. This Act also contemplates a change in the way prescriptions are made by doctors, making
compulsory to write down the generic name of the drug. This proposal goes together with a revision
of interchangeability standard policy in Chile, which should be high
enough in order to guarantee quality among different brand names of
a single molecule.
Another recent development
is happening in April 2017, where
an ethical agreement between Big
Pharma and the Chilean Medical
Association (Colegio Médico) was
signed.3 The agreement seeks to
ban any kind of financial transfers
from the industry to individual
doctors. Even though this could
be considered a step forward, the
agreement creates a loophole by
validating payments done to medi-

cal societies, which could dispose
and distribute them freely to whom
they want to (i.e. even to pay for
individual flight tickets). Another
area of concern is CME, as funding
on medical education is not banned
and likely to continue to exist. As
civil society advocates, our concern
is that the agreement could potentially displace conflicts of interests
from individuals to institutions.
Finally, we observe an increasing interest from the society in this
topic. In 2012 Medicos Sin Marca
(MSM) were born as the first Chilean NGO dedicated to raise awareness among doctors and society as
a whole about detrimental effects
of pharmaceutical marketing over
medical practice. The areas of development are:
•

•

•

Communicational programme:
directed to doctors and general
society

Legislative influence e.g. during
Ricarte Soto Act the NGO managed to insert the new standard
of regulation explained in the
previous paragraph

Generating new data e.g. gathering information of pharmadoctors relationship in Chile.
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Cconflicts of interest  and CMEs:
The main current concern of
Medicos Sin Marca is conflicts
of interest in the field of industry-funded CME, where the
industry has great potential to
influence prescription attitudes
in physicians.

We are worried about the lack
of concern among doctors of this
fertile field where Big Pharma can

The NGO Medicos Sin Marca from Chile. 				
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continue with their marketing
practices in a disguised and still approved manner.
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What is conflict of interest?
“A situation in which someone’s
private interests are opposed to
that of person’s responsibilities
to other people.” This is the dictionary meaning and the second
question that one may ask is “Is it
seen in Indian health care field?”
The answer is a loud “Yes”. It exists right at your doctor’s clinic
and extends up to the policy makers at both national and international level. Here is a snapshot.
He who pays the piper calls
the tune

Die Sonne scheint auf Europa 7
„Adaptive Pathways“

•

Most practising physicians refuse to believe that gifts that they
receive from drug companies will
influence their prescriptions. On
the contrary several studies all over
the world have proved that gifts by
drug companies greatly influence
doctor’s prescriptions.1 The studies
have also examined as to how doctors’ refuse to accept the fact they
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are influenced by drug companies.
Drug-doctor nexus and
conflicts of interest

The MCI has amended the Indian
Medical Council Regulations (MCI)
(Professional Conduct, Etiquette
and Ethics), 2002 and has added
a new clause 6.8 in the chapter 6
on Unethical Acts. This clause describes the code of conduct for doctors and professional association of
doctors in their relationship with
pharmaceutical and allied health
sector industry. The code prohibits
a medical practitioner from receiving
•

any gift

•

any hospitality like hotel accommodation for self and family members under any pretext

•

•

any travel facility for self and
family members for vacation
or for attending conferences,
seminars, workshops, CME program, etc. as a delegate

any cash or monetary grants for
individual purpose in individual capacity under any pretext

from the industry.2

But: So embroiled is the MCI in
conflicts of interest and huge corruption charges that it has hardly
been able to bring any changes
among its medical fraternity which
are the need of hour. So big are the
corrupt lobbies behind the MCI
that anyone who tried to bring in
changes was just shunted away.
The 92nd Parliamentary Committee Report, which was placed before parliament in April 2016, on
the functioning of the MCI, lays bare
the ill-health and stinking rot that
has struck the highest body in the
country which is responsible for
maintaining the standard and quality of medical education and medical colleges.3

It is the patient who buys medicine; the money comes out of the
patient’s pocket. But the patient
has no control over this purchase.
When one goes to the market to
buy soap, they know about the colour, the scent and the price of the
soap that they want to buy. But
when it comes to buying medicines,
things are different. This is not the
same as buying a soap – the patient
can hardly decide which medicine
they should buy... ‘Give me this or
that particular antibiotic.’ No, this
has mostly been decided by the patient’s doctor in the past, and will
3

continue to be decided by the doctor. This is not a decision which the
patient is ever likely to take independently. This absolute monopoly
that doctors have in deciding on the
purchase of particular medicine, is
an important basis for pharmaceutical companies to maximize their
profits by often unethical means.
All that the companies will have to
do is to gain control over the doctors by dangling various temptations in front of them.4
Politicians with conflicts
of interest

The paragraphs above outline
the conflicts of interest and corrupt
practice that often occur through
doctor-patient contact and in a hospital setting but the roots of conflict
of interest are embedded in the political systems itself. K. Sujatha Rao,
former union secretary of the Ministry of Health & Family Welfare,
Government of India writes “Policymaking is politics and an arena
of huge conflicts of interest. It is the
elites who run medical colleges and
nursing colleges or private nursing
homes. The rent-seeking behaviour
of the powerful ensures that laws
are neither enacted nor enforced. I
often despair that the biggest subsidy the government has extended
to the health industry as a whole is
not having regulations or ensuring
weak enforcement with shamefully
low conviction rates and no grievance redressal mechanisms to ensure accountability. In such a context, where the patient’s welfare is
of secondary concern, systems of
governance – rules, laws, and processes – are weak for want of clarity and enforcement. We will have
a fair health system when, and if,
we have a government that has the
political incentive to put in place a
system that with zero tolerance to
corruption – intellectual, moral, or
monetary.”5
Direct siphoning of funds al-
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lotted for government health programmes, by the former chief minister of a state is the best example of
conflict of interest. The former chief
minister of Uttar Pradesh was questioned by Central Bureau of Investigation (CBI) for embezzlement of
funds from the central government
sponsored National Rural Health
Mission (NRHM) involving Rupees
100 billion. The CBI has registered
74 cases for the alleged large-scale
misappropriation of funds allocated by the central government to the
state. The funds given for upgrade
of the public health infrastructure
were allegedly siphoned off by politicians and government officials in
conspiracy with private suppliers
and contractors. This scam was unearthed by Allahabad High Court as
CBI was probing the murder of two
government doctors Dr V K Arya
(2010) and Dr B P Singh (2011).
The death of four other officials has
also been linked to the scam.6

program of India, in spite of the fact
that the effectiveness of these vaccines lacks scientific evidence. Several such details of BMGF’s investments in vaccine manufacturing
companies and other corporations
are revealed in a study by David
Stuckler of Harvard University in
the U.S. The study titled ‘Global
Health Philanthropy and Institutional Relationships: How should
conflicts of Interest be addressed’
was published in ‘Public Library of
Sciences’ in April 2011. It is a clear
case of conflict of interest because
Gates is promoting vaccines manufactured by pharmaceutical companies in which he holds shares,
Stuckler says “Vaccines no doubt
are useful tools of public health to
prevent morbidity and mortality.
But the dominating market forces
do not seem to let it happen”.7,8
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Bill and Melinda Gates
Foundation and conflicts
of interest

Bill and Melinda Gate Foundation (BMGF) has USD 0.12 billion
shares in Sanofi-Aventis, which also
owns Shantha Biotech, a pentavalent vaccine manufacturer in India.
BMGF also has links with Merck,
another pentavalent vaccine manufacturer. No doubt that these vaccines are pushed into the national
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Corruption and Conflicts of Interest in Kenya
Mirfin M Mpundu
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Kenya like many African countries has suffered and continues
to suffer from the scourge of corruption that has compromised
many developmental plans,
security, brought misery, compromised citizen’s livelihoods
including their health status.
Corruption drastically reduces the much needed resources
available for healthcare services
leading to weakening healthcare
systems and the quality of care.
It is often heart breaking when
we visit health facilities and see
patients leaving the hospitals
and clinics without the tests they
needed neither being done nor
getting the medicines they required.

them into poverty – the core and
heart of Universal Health Coverage.
reality in Kenya

However, such an ideal, so noble, enshrined in the constitution,
is a mirage and elusive to many.
It’s not rare to read mind sobering
and heartbreaking headlines in the
press, ‘The disease of corruption
hits Kenya’s health sector hardest’,
The Guardian December 28th 2016.
‘Kenya should stop corruption and
invest in healthcare’, the Guardian February 27th 2017.2 This was
during the recent health workers
strike that paralyzed hospitals and
health facilities in the country. Doctors, pharmacists and nurses went
on strike for slightly over 100 days,

about poor conditions in health institutions, poor salaries and lack of
equipment and health commodities
to support their work.

In most developing countries
about 4% of the national budgets go
to health and of that close to 60% go
to procurement of medicines.3 Most
of these medicines never reach the
intended target patients but also
leak out of healthcare systems.
Corruption and conflicts
of interest in Kenya

There are many forms that corruption and conflicts of interest
take or manifests itself, some examples include

Rights in Kenya

Bill and Melinda Gates.

           Foto: Kjetil Ree - Wikimedia Commons
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The
Kenyan
Constitution
through the Bill of Rights1 guarantees every Kenyan citizen the right
to the highest standard of health.
This means accessing healthcare
services when they need them at
affordable costs that does not move
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Pharmacies with empty shelves or minimal commodities are common sadly.             Foto: EPN
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•

•

•

•

•

Embezzlement of funds meant
for procurement of products
such as medicines and medical
equipment.

Unfair awarding of contracts or
tenders, receiving favors and rewards from contractors or suppliers.

Procurement fraud such as inflating the prices of services or
products procured and getting
the difference for personal gain.

Health facilities don’t get supply:
There are some sophistications
where documentation shows
the supply of products and
equipment but never reach the
health facilities.

Conflicts of interests of doctors:
A lot of doctors working in public health facilities run private
clinics and practice in the private sectors where they make
more money. They neglect public health facilities and spend
more time where they make
more money. They end up being so fatigued, compromising
the care given but also, they refer patients to their own clinics
where it is easier to see them,
and often leaving poor patients
in the public health facilities
with no care.

Why is the health sector so
much hit by corruption?

Kenya has a very high and double
burden of infectious diseases such
as HIV and AIDS, malaria and TB
and also of non-communicable diseases like diabetes, cardiovascular
diseases. This high burden of disease and lack of financial resources from the government attracts
donors, partners and multilateral
organizations that with good intentions want to help the country but
unfortunately politicians and some
technocrats divert these funds to

6

their personal gain. Poor accounting and management frameworks
contribute to poor mismanagement
of resources and fiscal responsibilities. The multiplicities of legislation
where more than 20 pieces of legislation are there in the health sector
alone, the registration framework
of health practitioners lie in several ministries, professional bodies with lack of harmonization also
contribute to the tense situation.

There are many examples that
have been reported where funds
meant for malaria, HIV and AIDS
or maternal child programs have
been diverted or have gone missing for personal gain. For the most
part of 2015, the government was
embroiled in trying to give explanations for the missing funds estimated at USD 50 million in the
Ministry of Health uncovered by
the auditors. A report in the Daily
Nation, one of Kenya’s news media,
quoted the Chairperson of the Senate Committee on Health Mr. Wilfred Machage demanding an explanation from the Ministry of Health
Cabinet Secretary and his officials
on how funds meant for mother
and child programs had been paid
to ghost companies and individuals. In the same article the Daily Nation reported about the efforts of
the government working towards
refunding the Global Alliance for
Vaccinations and Immunizations
(GAVI) 160 million Kenyan Shillings.4

ruption if it will ever achieve the
Sustainable Development Goals or
the enshrined constitutional right
it promises its people.

The Sun Shines on Europe
Transparency of financial relationships in the healthcare sector
Ancel.la Santos
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Pharmaceutical
companies
employ a wide range of promotional activities to increase
medicines prescription rates
and maximise their profit. Some
of the strategies companies use
to influence healthcare professionals include the provision of
hospitality to attend events, free
meals and gift-giving. At the same
time, healthcare professionals
might be part of companies’ advisory boards and receive speaking fees. At the core of the issue
around these types of activities is
the reality that financial conflicts
of interest raise serious concerns
about the objectivity of medical
research and the commitment of
healthcare professionals to patients’ best interest.1
In recent years, several countries have enacted laws to increase
the transparency of financial relationships between the healthcare
industry and providers. In 2010, after more than ten years in the making, the United States (U.S.) adopted
the Physician Payments Sunshine
Act (“Sunshine Act”) as part of the
Affordable Care Act.2 The Sunshine
Act was implemented to allow patients to make better-informed
decisions about healthcare professionals and treatment, and deter inappropriate financial relationships
that may lead to increased healthcare costs.3 Under these rules, manufacturers of drugs, medical devices, biologicals or medical supplies
participating in federal healthcare
programs have to report direct or
indirect payments or other trans-

Consequences

While the rich can afford to go to
private hospitals that have mushroomed in Kenya with over 50% of
the registered doctors practicing in
Nairobi,5 the poor who are the majority are left to their own misery.
Often politicians embroiled in these
practices go to seek medical care in
Europe, India or South Africa at the
expense of tax payers. Kenya indeed
needs to address this cancer of cor-
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fers of value of USD 10 or more to
physicians and teaching hospitals.
This data is submitted to the Open
Payments program, managed by the
Centers for Medicare and Medicaid
Services. The first reporting period
covered the last months of 2013
and the results were published on
the Open Payments website in September 2014. The U.S. Sunshine Act
also mandates companies to report
certain ownership interests held
by physicians and their immediate
family members. There are some
exemptions, including: meals offered at large conferences, product samples, independent certified
and accredited continuing medical
education, and educational materials that directly benefit patients.4
Failure from companies to comply
with reporting requirements may
result in penalties of up to USD
1,000,000.5

European Union (EU) laws regulating pharmaceutical promotion6
do not include any provisions like
those found in the U.S. Sunshine
Act, but some Member States have
adopted these rules in their national legislative framework. Following
the Mediator (benfluorex) scandal,
France adopted a new health law in
December 2011 with specific provisions to increase the transparency
of relationships between the industry and healthcare providers.7,8
This information was firstly disclosed at the end of 2013 on companies’ websites and at the site of
the French National Medical Council (reporting period 2012).9 As of
June 2014, disclosures have been
available on a centralised database
managed by the Ministry of Social
Affairs and Health.10 These reporting requirements apply to a range of
industries. For example, companies
producing or marketing medicines,
medical devices, cosmetic products
and breast milk (milk banks). Cov-

ered beneficiaries are healthcare
professionals and representative
associations, students, medical
centres, universities and patient
organisations amongst other stakeholders. Those consulting the centralised database can find certain
information about agreements entered into between companies and
providers and the value of cash or
in-kind benefits valued at Euro 10
or more. However, an implementing decree exempted companies
from reporting the actual fee for
services provided to a given beneficiary. In 2015, following a complaint from civil society groups, the
French Council of State ruled that
this type of information also needs
to be published.11,12 According to
a new decree issued at the end of
2016, companies will have to report
all granted fees of Euro 10 or more
and, with respect to agreements,
report some additional information
such as the precise subject matter
of the contract. These new requirements should be applied by no later
than 1 July 2017.13 In general, noncompliance by companies with disclosure requirements may result in
fines of up to Euro 225,000 and additional sanctions (e.g. suspension
of business activities).

Similar legislative initiatives
have been implemented in other EU
countries. Portugal adopted mandatory Sunshine Act rules in 2013.14
At present, information on subsidies, grants, sponsorship, occasional consultancy fees and other benefits granted by the pharmaceutical
and medical devices industries can
be viewed in a centralised database
managed by Infarmed, the Portuguese National Authority for Medicines and Health Products.15 In this
case, reporting requirements apply
to both donors and beneficiaries
(e.g. healthcare professionals and
representative organisations, med7

ical centres, patient organisations).
A minimum reporting threshold of
Euro 60 applies (or Euro 25 if the
transfer of value was made before 6
October 2014).

Other examples of EU Member
States with legislative Sunshine
Act provisions are Greece, Romania, Latvia and Denmark.16,17 Disclosure requirements in Denmark
have been in place for several years
and were expanded at the end of
2014.16,18 Since then, both pharmaceutical and medical devices
companies have to forward an annual report to the Danish Medicines Agency (DMA) with details of
proprietary pharmacists, doctors,
nurses and dentists with whom
they have had a professional affiliation (either with or without remuneration) the year before. This
group of healthcare professionals
are also obliged to notify the DMA
of their professional affiliation
with a company, or even to seek
prior permission depending on the
type of activity (e.g. participation
in advisory boards) and they have
to specify remuneration received.
Based on the notifications received
from these healthcare professionals, the DMA publishes on its website information about the type
of affiliation and the value of the
remuneration received.19 Information on ownerships (e.g. shares) is
also available. In addition, a larger
group of healthcare professionals
and certain professionals engaging
in the buying and selling of medicinal products and medical devices
shall notify the DMA if they receive
payment for expenses (sponsorship and hospitality) relating to
activities taking place outside Denmark and this is also published on
the website in a different register.19
In Romania, pharmaceutical
companies are also mandated by
law to declare sponsorship and other benefits provided to healthcare
professionals and organisations to
the Ministry of Health and the Na-
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tional Agency for Medicines and
Medical Devices (AMND).16 Reporting obligations also apply to beneficiaries. At present, declarations
from sponsors for the 2014 reporting year are available on AMND’s
website, as well as declarations
from sponsors and beneficiaries for
the 2015 reporting year.20 Greece
also passed a new law at the end of
2014 that includes provisions to increase the transparency of financial
relationships between the pharmaceutical industry, healthcare professionals and healthcare organisations. The law mandates disclosure
on companies’ own websites and
on the website of the National Organisation for Medicines.16 Following a 2016 opinion from the Greek
Data Protection Authority, at least
three companies have reported
publishing transfers of value executed in 2015 to healthcare professionals on an aggregate basis.21,22,23
At present, disclosures are available on companies’ websites. Latvia
also adopted legislative reporting
requirements in 2014. Pharmaceutical companies submitted to the
Health Inspectorate of Latvia the
first reports on transfers of value to
individual healthcare professionals, associations, foundations and
healthcare institutions that were
made in 2015. The information was
published in March 2016 on the
Health Inspectorate’s website.17
In other EU countries, disclosure is primarily managed through
self-regulation. The Netherlands is
a special case amongst these countries, as it involves a self-regulatory
approach with some government
involvement. In 2009, the then acting Minister of Health initiated talks
about the establishment of a system
similar to that of the U.S. Sunshine
Act. The parties involved expressed
a preference for self-regulation and
the rules on the disclosure of financial relationships ended up being
implemented by the Foundation for
the Code of Pharmaceutical Advertising (CGR) in 2012.24 The CGR is

a multi-stakeholder, self-regulatory
organisation comprised of pharmaceutical industry and healthcare
provider associations. The centralised payments database was
set up with financial support from
the Dutch Ministry of Health and
is managed by the Transparency
Register Foundation (established
at the initiative of the CGR).25 Information on certain transfers of value
from the pharmaceutical industry
has been publicly available since
2013. The CGR code sets a very high
threshold amount: companies only
have to report financial support
when it exceeds Euro 500 per beneficiary, per calendar year. Reporting
requirements also apply to beneficiaries, although it was agreed that
the main responsibility to report to
the register the financial relationships entered into within the Netherlands lies with pharmaceutical
companies.25 Information on transfers of value from the veterinary
industry has been available in the
registry since 2014 and from medical devices companies since 2016.

In June 2013, the European Federation of Pharmaceutical Industry
Associations (EFPIA) adopted a
Code on the ‘Disclosure of Transfers of Value from Pharmaceutical
Companies to Healthcare Professionals and Healthcare Organisations’.26 The Code mandates EFPIA
national member associations to
transpose the rules into their own
codes (in full, except where its provisions are in conflict with national
laws and regulations). The deadline for the first disclosures was
at the end of June 2016 (reporting
year 2015). The EFPIA Code says
that disclosures have to be done on
companies´ own websites or “on a
central platform, such as one provided by the relevant government,
regulatory or professional authority or body or a Member Association…”.26 Companies have to report
support provided to healthcare organisations (e.g. donations, grants,
sponsorship, hospitality and fee for
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service) and to healthcare professionals (e.g. hospitality and fees for
service). EFPIA encourages companies to seek recipients’ consent to
individual disclosure (not applicable to transfers of value related to
research and development activities, which are reported in an aggregated way).
While some national industry
associations had already introduced self-regulatory provisions to
enhance transparency of financial
relationships several years ago (e.g.
in Sweden and the United Kingdom
to a certain degree), the EFPIA Code
has expanded disclosure practices
in Europe. The EFPIA initiative
might be more relevant in countries
with non-existing disclosure rules
or less ambitious self-regulatory
provisions, but less in those countries where there have been legislative developments on disclosure.
Expected benefits of
Sunshine Act rules

Several studies examining data
from the Open Payments program
in the U.S. and Medicare Part D
prescription data have revealed
connections between the receipt
of industry support and prescription patterns more aligned with
commercial interests than with
patient interests. A study from
ProPublica, published in 2016,
found that physicians in five common medical specialities who accepted industry payments in 2014
were two to three times as likely
to prescribe high rates of brandname drugs compared with others
in their speciality.27 Amongst those
who received payments, the group
receiving larger payments had on
average a higher brand-name prescribing rate. Another analysis of
almost 342,000 physicians from
12 specialties with documented
payments in the Open Payments
program, revealed a relationship
between the level of payment and
the level of prescribing costs per
patient. Similar associations were
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Panel on transparency in the health sector in Aachen. 		

observed regarding the proportion
of brand-name prescriptions written for patients.28

Likewise, DeJong et al. (2016)
found that receipt of industry-sponsored meals was associated with
an increased rate of prescribing
the brand-name medicine that was
being promoted.29 This is possible
because information on the type of
drug being promoted is available
on the Open payments database.
All of these studies indicate an association between the provision of
financial assistance to healthcare
professionals and their prescribing
habits. These patterns are strongly
suggestive of causality, although
more research is needed.
Besides helping to uncover the
extent of financial relationships
between the industry and healthcare providers and their impact
on prescribing patterns, Sunshine
Act rules can serve as a deterrent.
Indeed, transparency can help to
dissuade healthcare professionals
from entering into inappropriate
relationships that could negatively
affect clinical practice and increase
healthcare costs. Patients can also
use information on payments to
make more informed decisions on

Foto: Annett Pfeffer

healthcare professional choice and
treatment.3 The extent to which
this happens will partly rely on the
comprehensiveness of Sunshine
Act initiatives. Although this paper
has not addressed, in detail, the initiatives mentioned above, some initial conclusions can be drawn, and
general recommendations issued,
with the purpose of ensuring that
Sunshine Act initiatives are implemented in ways that maximise their
potential.
General recommendations
for more effective Sunshine
Acts

1. Adopt a comprehensive legislative approach towards the
disclosure of financial and professional relationships
Under self-regulation, pharmaceutical industry associations
or multi-stakeholder organisations (representing a group of affected sectors) develop their own
codes and put in place procedures
to respond to complaints.30 Selfregulatory bodies are, in principle,
responsible for ensuring that members are in compliance with the
rules and that corrective measures
and sanctions are applied as need9

ed. A study of self-regulation of
pharmaceutical promotion in Sweden and the United Kingdom (UK)
between 2004 and 2012 found that
a total of 46 companies were ruled
to be in breach of the industry code
for a serious offence at least once
in the two countries combined,
and seven companies were in serious violation more than ten times
each.31 There was little indication
of deterrence, with charges incurred by companies equivalent to
only 0.014% and 0.0051% of annual sales revenues in Sweden and
the UK, respectively. The authors
concluded that “the prevalence and
severity of breaches testifies to a
discrepancy between the ethical
standard approved by companies
and codified in industry codes of
conduct and the actual conduct of
the industry”.31

It is important to note that selfregulation by the industry brings
an intrinsic conflict of interest in
and of itself, whereas governmental action predominantly focuses
on public health outcomes. Instead
of relying on self-regulation, the EU
and Member State governments
must take the lead and enact mandatory rules for the disclosure of relationships between the healthcare
industry, healthcare professionals,
healthcare organisations and other
entities working in public health
(e.g. patient associations). Disclosure rules should be applicable to
all the industries operating in the
healthcare sector (pharmaceutical
and medical devices industries) and
with a potential for detrimental effect on public health (e.g. nutrition,
cosmetics). Disclosures should be
in a searchable, centralised database managed by the government.
2. Mandate disclosure of transfers of value on an individual level

Evidence shows that all gifts–big
or small–create feelings of reciprocity and self-serving bias, which
negatively influences prescribing
practices.32,33 To allow for an accu10

rate overview of the extent of industry influence, companies should
report any transfer of value (direct
or indirect), regardless of its worth.
At a minimum, the database should
display the value and type of support provided (e.g. grant, gift, hospitality, fee for service), the name
of the company’s product or products that are being promoted and
some general information about
agreements entered into between
companies and beneficiaries. Since
there is a public interest in disclosure, consent by beneficiaries to
publish the data on an individual
level should not be required. This is
already the case in countries such
as France, Portugal, Denmark, Romania, Latvia and The Netherlands.
The contrasting option involves
putting in place an opt-out clause,
which allows for incomplete disclosure. In the United Kingdom, for example, the Association of the British
Pharmaceutical Industry reported
in 2016 that 70% of healthcare
professionals who allowed their
details to be disclosed received less
than 50% of the total amount of
money paid. This means that those
who received the highest payments
from the industry preferred to remain anonymous.34 Clearly, opt-out
clauses are inconsistent with the
intent of transparency.

Another recommendation that
we make is to offer beneficiaries the
opportunity to review the data. In
the case of a disagreement with the
company, the data can be marked
as being disputed in the database.
In any case, reporting deadlines
must always be respected.
3. Improve monitoring and
compliance

Governments must actively
monitor compliance with reporting
requirements. The main responsibility of data disclosure must lie
with the industry, but governments
should also encourage and facilitate
reporting from beneficiaries so that
the data can be cross-checked. Non-

compliance by companies with reporting requirements should result
in the application of effective sanctions that deter future offenses.
Transparency not an end in
itself

Although transparency of professional and financial relationships between the healthcare
industry and healthcare professionals is important, it cannot be
perceived as an end in and of itself. Exposure to information from
pharmaceutical companies negatively affects prescribing and professional behaviour, with potentially detrimental effects on patient
health. Stricter regulation of pharmaceutical promotion is therefore
needed. In addition, it is important
for healthcare professionals to better understand the implications of
companies’ promotional activities
and to know how to critically appraise promotions in ways that ensure good clinical practice. Education on pharmaceutical promotion
and conflicts of interest should be
adequately addressed in the medical curriculum and in continuing
medical education.

To further capacitate healthcare professionals and medical
students, Health Action International has published the following
educational guides: ‘Fact or Fiction? What Healthcare Professionals Need to Know about Pharmaceutical Marketing in the European
Union’ (2016) and ‘Understanding
and Responding to Pharmaceutical Promotion: A Practical Guide’,
published in collaboration with the
World Health Organization (2009).
More information about our work
on pharmaceutical promotion can
be found on our website: http://
haiweb.org/what-we-do/pharmaceutical-marketing/guides/.
Overall, a multi-faceted approach that combines robust regulation with education is the best
way forward for ensuring that
MEZIS Nachrichten 2/17

financial relationships between
pharmaceutical companies and
healthcare practitioners do not affect prescribing habits or have negative health outcomes for patients.
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The European Medicines
Agency (EMA) intends to bring
radical change to drug regulation in Europe. Ever since the
launch of “Adaptive Licensing”, also known as “Medicines
Adaptive Pathways to Patients”
(MAPPs) or “Adaptive Pathways”
(AP), the agency appears deeply
committed to advocate for expedited drug approvals, based on
less reliable data.

12

What are “Adaptive
Pathways”?
Along with other initiatives such
as “ADAPT-SMART”1 and “Innovative Medicines Initiative”2, “Adaptive Pathways” (AP) is one in a row
of projects heavily funded by almost every prominent pharmaceutical company. Officially, all these
projects aim to provide earlier access to truly or allegedly needed
therapeutic innovations. In two
strategy papers co-authored by numerous colleagues with extensive
ties to the pharmaceutical industry.3,4 EMA’s leading medical official,
Hans-Georg Eichler, has laid out in
detail what is meant by adaptive
drug approval. One of these arti-

Overall, there is nothing substantially novel about the entire AP
model, except for the name and an
aggressive, highly misleading marketing campaign. Essentially, AP is
about trying to significantly expand
the use of approval procedures
originally conceived for exceptional
and emergency situations – most
notably, of so-called “conditional
approvals”.
The perils of AP

“Adaptive Pathways”
Fabian Schubach

known to be unreliable in predicting clinically relevant outcomes.
Subsequently generated post-approval data, largely from observational studies from clinical routine, euphemistically labelled “real
world data”, are then supposed to
confirm efficacy and safety, and to
set the basis for an expansion of the
approval to wider patient populations.

cles3 explicitly states that AP is not
only about timely access to medicines, but also about timely access
of pharmaceutical manufacturers
to revenues.
How does AP work?

The proposed scenario looks
like this: When a drug is considered
“promising” based on small clinical
trials (e.g. one-arm phase II trials)
at an early stage of development, it
is granted an “initial” or “conditional” approval for a tightly defined
patient population. The assessment
of efficacy and safety at this early
stage is explicitly supposed to rely,
at least in part, on surrogate markers, even though these are well
MEZIS Nachrichten 2/17

Overall, the agency clearly intends to dismantle the precautionary principle: rather than requiring pharmaceutical manufacturers
to demonstrate that a product is
safe and effective in order to obtain
marketing authorisation, the public
at large might soon have to prove
that a drug is dangerous in order to
have it removed from the market.

Several independent organizations and renowned researchers
have criticized AP.5,6,7,8 pointing
to the well-known methodological shortcomings of (post-marketing) observational studies. Based
on independent assessments of
drugs that have entered the market in recent years5,9,10 – following
conventional as well as expedited
pathways to approval – one can
confidently predict that most of
the drugs using adaptive approval
pathways will fail, in the sense that
they will be useless at best, and do
harm or kill patients at worst. What
is more, vast amounts of money will
be lost to pay for these (increasingly expensive) products and to
remedy the damage done by them.
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These amounts, of course, will then
not be available for other public
health purposes. None of these critical considerations can be found in
EMA’s promotional papers.

The agency even acknowledges that two key premises of its
model remain “challenging”. First,
the generation of reliable postapproval data, and second, withdrawing drugs from the market
when they have turned out to be
harmful.3,4,11 Indeed, even in conventional approval scenarios, many
drugs remain on the market until
the present day even if there are
signals indicative of substantially
increased mortality.6 No potential
solutions have been presented on
how to deal with these problems.
Yet, EMA’s official view a rather
dubious pilot project, completed
in summer 2016, as a resounding
success, and continue to vigorously
push the initiative forward.11
The crisis of drug
development

So what is driving the very agency that is supposed to protect patients from useless and dangerous
drugs to enthusiastically engage in
promoting the industry’s interests
over patient interests, predictably
heading for another series of medical disasters? When placing the

by Ansgar Lorenz
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initiative in a wider context, the following interpretation appears conclusive: “adaptive pathways” is a
massive marketing campaign driven by the pharmaceutical industry,
barely masking its influence on
regulatory authorities. Presumably,
drug companies and their business model are under a great deal
of pressure: facing mature markets
and an already extensively medicalized society (speaking of overdiagnosis and medical overuse12, useless screenings13 etc.). Therapeutic
innovation has long ceased to be a
sufficient motor for ever-increasing
stock prices and dividends. Increasingly, excessive drug prices and
large-scale manipulations of financial markets14 are the only way for
companies to keep up with shareholders’ expectations for returns.
“Individualized” or “precision medicine”, though frequently invoked, is
far from being routinely applicable
or economically exploitable. Finally,
widespread resistance to free trade
agreements, having led to the suspension of Transatlantic Trade and
Investment Partnership (TTIP), is
likely to be inconvenient for pharmaceutical corporations. Facing
this, Big Pharma appears to rely on
an extensive cutback on drug regulation as a key strategy to generate
growth in depleted markets. There
is every indication that EMA and
other regulatory authorities are,

13

to a worrying extent, responsive to
this strategy.

To sum up, the logic of permanent growth inherent in the financialized healthcare industry is hitting the wall. The current system of
drug development is facing a serious crisis, and AP is one of its most
unsettling symptoms. Europe does
not need a discussion on access to
therapies that are new and expensive, but not innovative. Patients do
not need hope for untested therapies – they need reliable information on the efficacy and safety of the
drugs they take every day. We need
a discussion on how to sustainably
ensure and finance real innovation,
i.e. research that is concerned with
the improvement of patient care,
and not research that is concerned
with the return on investment. Otherwise, given the current pricing
policy of the pharmaceutical industry, even industrialized Western
countries will soon face an entirely
different discussion on access: in
the sense of healthcare affordability for the population at large.
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Our movement, No Grazie, observes with concern the negative
effects of the increasingly inextricable ties between the drug industry and medical societies, research
centers, institutional agencies, and
even governments. Large U.S. and

14

No Grazie is particularly careful
with this marketing tool, by preventing reps’ visits or treating them
with great caution, and by warning
colleagues of the risks that these
visits entail.

Even medical information has
become a hurdles race. The integrity of research and the validity of
what a doctor reads in most medical journals is at great risk.5 A series
of articles recently published in the
British Medical Journal confirms
the alarm raised since 2001, with
a joint editorial, by 11 major medical journals.6 The intrusion of commercial interests in research and
publications has already reached
dangerous levels:
There are more favorable results
for the drug if the study is sponsored by industry

EU drug corporations (Big Pharma)
spend a third of their budget in
marketing, twice as much as their
investments in research.1 These
are huge figures, billions of dollars.
Clearly, it pays to spend them. Even
more impressive is the exponential
growth in money spent for lobbying. In the U.S., the figures are available (USD 229 million in 2014),2
while nothing is known about what
happens in the Italian parliament.

Guest and ghostwriting: It is estimated that on average 20%, with
peaks of over 40%, of what is published in the most authoritative
medical literature suffers from this
problem.

Unpublished data affects even
the conduct of systematic reviews,
essential to evaluate the efficacy
and safety of drugs or other medical interventions.5

Dependent Information

Most doctors are not aware of
the marketing tactics that the industry puts in place for them, starting from the drug reps (known in
Italy as “medical informants”) who

visit them in the clinic or hospital
wards. Their role is obvious, as declared by a former rep: “My job is to
influence doctors. We are paid for it
and trained to do so”, but doctors do
not seem to realize it.3 Some studies show that the reps’ visits, with
their offer of gifts of various kinds,
including payments to attend medical conferences, are associated with
an increase in prescriptions drug
and more expensive drugs, reduced
use of non-drug therapies.4

Independent information is
possible

Foto: Fotolia
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Defense strategies are not simple. No Grazie recommends to critiMEZIS Nachrichten 2/17

cally read all that is published and
to consult independent sources,
such as independent drug bulletins
published in Italy and abroad.
Conflicts of interest in
medical education

If this is the dismal state of information, training is not better.
At global level there is an ongoing
discussion on the risks of training and continuing medical education (CME) sponsored by industry,7 amounting to about 70% of
all CME activities in Italy. On this
issue there are authoritative foreign documents that recommend
avoiding industry funding for medical education.8 No Grazie stands by
these recommendations. We favour
non-sponsored CME activities by,
for example, organizing training in
small groups, in work places, starting from the problems met in daily
practice.9 Such CME activities are
not only independent, they are also
more effective than conventional
congresses. By avoiding travel and
excessive expenses they are also
more economically and ecologically
sustainable.

More transparency
In light of all the above, it is not
surprising that demands for greater transparency regarding conflicts
of interests and economic ties with
industry are on the rise. No Grazie
shares these demands. We believe
that certain crucial levels of decision making, in research, training
and evaluation of medical drugs
and devices, should be safeguarded
with extreme care from possible
conflicts of interests. This would
benefit both the health of citizens
and the health budgets.
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Conflicts of interest in
regulatory agencies

Another problem area for possible conflicts of interest is represented by drug regulatory agencies, that
often draw guidelines and make decisions on drug policies at national
or international levels. It is clear,
from several examples (e.g. the Vioxx scandal), that the economic ties
of these agencies and their experts
with the drug industry are harmful.10 The disclosure of conflicts of
interest or the rules for managing
them are often ignored, and anyway
do not eliminate the problem. In Italy we don’t even know the names of
the members of the Technical Commissions of our national agency,
AIFA. Political pressure by citizens
and health professionals is the only
tool available to solve this problem
and reduce its harms.

10 Waxman HA (2005) The Lessons of Vioxx.
Drug Safety and Sales. N Engl J Med
2005;352(25) p 2576-2578.

15

Conflicts of Interests: Starting from the Root
Paul Scheffer and Anne Chailleu
Paul Scheffer is a PhD student, Sciences of
Education Department, University Paris
8, Saint-Denis, France. Administrator of
Formindep.
Anne Chailleu is a patient and president of
Formindep.
CoI: None
Formindep association is funded exclusively
by individual donations and individual
membership. All transfers of value are
screened for potential competing interests
and formally authorized by the board of the
association
Contact: classement.facultes@gmail.com

How conflicts of interests develop is one of the many questions addressed at the No Free
Lunch gathering called for MEZIS’ 10th anniversary. Here, the
French association Formindep
is presenting their experience
with tackling conflicts of interests before they materialize: in
the course of the initial medical
education.
Sponsoring of CMEs
Formindep was founded in 2004
by a group of French GPs as a reaction to a new law making CME
compulsory while the pharmaceutical industry still funded -and
therefore controlled- 98% of the
CME budget. The newly created association started advocating for an
independent, evidence based CME.
But it became clear that the influence of the healthcare industry on
continuous medical education was
so deeply rooted that most health
care professionals took it for granted. In the course of 2014, according
to the very declaration by the industry under French sunshine act,
84% of French medical doctors had
received a transfer of value of over
Euro 10, most frequently under the
guise of ‘education’.1
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How to avoid conflicts of
interests
An efficient education about
conflicts of interests and their influence should take place therefore
much earlier, before the healthcare
professionals get used to the ubiquitous presence of Big Pharma. Before HCPs have ties themselves, and
develop cognitive dissonance and
denial about their own competing
interests.

It all boils down to reaching
medical students. Our association
liaised with the national medical students association ANEMF
to help raise the question of independence on their agenda. Medical students associations are open
to this question: the International
Federation of Medical Students Association (IFMSA) issued a policy
statement on pharmaceutical promotion awareness in 2012. Members of the ANEMF bureau championed the question of independence
within the organization. Training
about conflicts of interests was
provided by Formindep to the association administrators to underpin
their effort. ANEMF quickly severed
their last financial ties to their longtime pharmaceutical sponsors.
The second step was to create
incentives on medical faculties to
improve independence in the initial medical education, through an
annual scorecard ranking faculties
based on their CoI policies, and
through the support of medical students association at both national
and local levels for follow up actions.

This action is based on an experience initiated by the American Medical Students Association
(AMSA) as early as 2007. AMSA

used 14 criteria,2 based on the research literature on the subject. In
2007 nearly all medical schools had
an F, but in 2015 two thirds got an
A or B, which corresponds to exemplary or moderate scores.

In 2013, the first research results were published evidencing the
effect of the introduction of stricter
CoI policies in medical schools in
the U.S., in particular on medical
residents prescribing practices. In
two studies comparing graduates of
programs with more or less stringent policies, those who studied or
pursued residencies in institutions
with more stringent policies and
who had a longer experience of the
policy had the best prescribing results.3,4
These changes were also
achieved thanks to the actions of
the AMSA students in their medical
school, at local level. The commitment of the Harvard medical students in particular was covered in a
New York Times article.5
This demonstrates that major
shifts in policy and practices can
be achieved in less than a decade,
which is highly encouraging.
Formindep publishes first
scorecard

Formindep decided to replicate
and adapt the project to the French
local context. We have published
our first scorecard in PLoS One1 on
January 9th, 2017. It received an
important media coverage, with articles in the main daily newspapers
(Le Monde, Le Figaro…), reports
on national radios (France Inter,
France Info) and television, as well
as in the regional media. Three days
after the publication, the Deans’
Conference (the official represen-
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tation of the medical faculties in
France) issued a press release to
acknowledge the issue and commit
to take several measures towards
a greater transparency and independence of medical faculties.

The publication in a respected
journal, the large press coverage,
the strong support of the ANEMF
medical students all contributed to
put pressure on the deans. We will
monitor with our second scorecard if these announcements are
followed by due actions in 2017.
We also launched another working
group which will establish a scorecard for the major teaching hospitals, following the example of the
AMSA here again,6 which has started to do it in 2014.

1

2

http://amsascorecard.org/ [Accessed
20.5.2017]

3

King M et al. (2013) Medical school
gift restriction policies and physician prescribing of newly marketed
psychotropic medications: differencein-differences analysis, BMJ 2013;346
p f264.
LOI n° 2011-2012 du 29 décembre
2011 relative au renforcement de la
sécurité sanitaire du médicament et
des produits de santé; Legifrance.
https://www.legifrance.gouv.fr/affichTexte.docidTexte=JORFTEXT00002
5053440&categorieLien=id [Accessed
20.5.2017]

4

Epstein AJ, Busch AB, Asch DA, Barry
CL (2013) Does exposure to conflict of
interest policies in psychiatry residency affect antidepressant prescribing?
Medical Care 51 p 199–203.

How the project was
conducted

We wish to highlight the fact that
this project was achieved at virtually no cost and with a very limited
team of 7, thanks to the methodology made available by AMSA. In addition, AMSA proposes a 21 pages
“AMSA Pharmfree Curriculum”7
covering the whole medical curriculum. Another great resource is the
World Health Organization/Health
Action International 2009 guide
(Understanding and responding to
the pharmaceutical promotion).8
available in English, Spanish, Russian, and French. A group of French
medical students, La Troupe du
R.I.R.E., has produced their own
pocket version of this guide, and
thanks to crowdfunding had thousands of copies distributed in medical faculties.
The American and French experiences show that national medical
students associations are able to
impulse change in their countries
and can be potent allies to the No
Free Lunch movement.
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Interest Policies at French Medical
Schools: Starting from the Bottom. PLoS ONE 12(1): e0168258.
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article?id=10.1371/journal.
pone.016825 [Accessed 20.5.2017]
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Main building of the University Paris V.

5

Harvard Medical School in Ethics Quandary. http://www.
nytimes.com/2009/03/03/
business/03medschool.html?_r=0 [Accessed 20.5.2017]

6

http://www.amsa.org/about/
amsa-press-room/press-releasegrading-teaching-hospitals/ [Accessed
20.5.2017]

7

https://www.amsa.org/wp-content/
uploads/2015/03/ModelPharmFreeCurriculum.pdf [Accessed 20.5.2017]

8

http://haiweb.org/what-we-do/
pharmaceutical-marketing/guides/
[Accessed 20.5.2017]
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Conflicts of Interest and Pharmaceutical
Company Influence Techniques
Peter R Mansfield
Peter R Mansfield is an Australian GP,
founder of Healthy Skepticism (HS). HS is
an international NGO aiming to improve
health by reducing harm from misleading
persuasion
CoI: My compulsory superannuation fund
sometimes invests in pharmaceutical companies. I will receive part funding for travel
to the 2017 Berlin NFL meeting from MEZIS.

Pharmaceutical company
influence techniques
Pharmaceutical
companies
(PCs) aim to do what works for
increasing revenue by increasing
prices or sales volumes. They learn
what influence techniques work
from repeated trials of both old and
new methods, then measure the
impact on revenue. PCs are experimenting with new vectors especially social media. However they are
continuing to send out sales representatives despite that they are
expensive because they are more
effective than other vectors. Consequently, I will focus on them.
The main techniques used by
sales representatives have been
classified by Robert Cialdini1 as:

•

•
•
•
•
•
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Reciprocity (the obligation to
reciprocate in some way after
receiving a gift)
Social validation (peer pressure)
Authority (trusting experts aka
key opinion leaders)

Liking (friendship or attractiveness)
Scarcity

Commitment and consistency

(our desire to be consistent after making a commitment).

Libby Roughead found that, except for scarcity, pharmaceutical
sales representatives commonly
use all those techniques.2

How influence techniques work
is explained by the so-called dual
process theories of (fast vs slow)
human decision-making including
the elaboration likelihood model
of persuasion.3,4,5 Many influence
techniques are triggers for heuristics (decision-making shortcuts).
Heuristics enable us to make decisions quickly with little effort and
little or no conscious awareness.
Heuristics lead to good outcomes
if the environment is safe and stable. However heuristics make us
vulnerable to being misled by those
who are able to trigger them. Many
heuristics have been known for
centuries as logical fallacies.6

Many people believe that their
high intelligence provides protection from being misled. The
evidence shows otherwise.7,8 High
intelligence can lead to overconfidence. Overconfident people are
more vulnerable because they tend
to rely on heuristics rather than
taking more time to decide. The
quality of human decision-making
depends more on thoughtfulness:
the tendency to take time to think
carefully before reaching a conclusion.9 Thoughtful people will respond to a heuristic trigger by suspending judgment until they have
considered additional information.
Thus thoughtfulness overlaps with
the concept of healthy scepticism
which Pierre Garai recommended
as the best defense against misleading persuasion.10 Keith Stanovich
is developing tests for measur-

ing thoughtfulness.11 Unlike intelligence, thoughtfulness can be
learned.9
Conflicts of interest

For this essay I will define conflicts of interest (CoI) narrowly as
situations where health professionals may provide suboptimal care so
as to gain a benefit for themselves.
These benefits can include gifts and
payments from PCs given to gain
influence. Thus CoI are a way of
thinking within an ethics paradigm
about a subset of the influence
techniques discussed above within
a psychology/behavioral economics/logic paradigm.
Gifts and payments

Gifts and payments create a
continuous spectrum from corruption (knowingly doing wrong
because of a payment) to honest
bias (unintentionally doing wrong
because of genuinely believing it to
be right).12,13 If many people have a
price then large payments will be
more effective for changing the behavior of more people at least in the
short term. However, cognitive dissonance theory predicts that gifts
that are perceived as small will be
more effective than large payments
for changing beliefs and thus more
effective for changing behavior
in the long term.14 Small gifts are
much more common and thus likely
do much more harm.
The influence of gifts and payments on prescribing is mostly indirect. Many health professionals’
main reason for allowing sales representatives visits is to receive15
•

A free meal

MEZIS Nachrichten 2/17

•
•

To spend time with someone
who is attractive and/or friendly as a restorative after caring
for difficult patients.
To receive gifts that can be given on to one’s family or patients
so as to influence them.

Rather than reciprocating for a
gift simply by prescribing a drug,
health professionals may reciprocate by seeing sales representative
and thus allowing themselves to be
exposed to a cluster of techniques
that may influence them.

1. They can get away with it because there is inadequate regulation.
2. Patent monopoly protection increases both the incentives and
the resources.

3. The techniques work because
health professionals are vulnerable because we are human
and have received little or no
education about influence techniques.
Possible strategies based
on those 3 diagnoses:

Conferences

1. Regulation
Another example of an indirect
effect is payment for a key opinion
leader to attend a conference that
may lead to a cascade of health professionals influencing other health
professionals via authority and social validation heuristics.

Many health professionals believe that they are not adversely
influenced by gifts and genuinely
feel insulted if anyone suggests otherwise. Some health professionals
have concerns about the adverse
effects of pharmaceutical largess in
the long term but being human succumb to temptations in the short
term. Thus George Anslie’s work on
temptation may be helpful.16
What can we do?

The current fashion is to tackle
CoI by increasing transparency.
Elizabeth Sukkar has summarized
the reasons why transparency is
unlikely to help and may be counter-productive.17

To respond to any problem according to Richard Rumelt one of
the keys to good strategy is to base
it on a diagnosis.18 My diagnosis is
that there are 3 underlying reasons
that PCs use misleading influence
techniques:
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Regulation could be made effective perhaps using the regulatory
pyramid ideas of John Braithwaite
et al.19 This could involve a synergy
of government enforcement and
non-government actions such as
adverse publicity to punish poor
performance by health professionals, companies or government regulatory agencies.
2. Reform of incentives

Patent protection could be abolished. Instead R&D could be funded
with prizes for investors as advocated by Jamie Love or by competitive grants for researchers as
advocated by Dean Baker.20 These
funding changes would work better
if PCs could be structurally separated into smaller companies doing
only one of the following functions:
research, development, manufacturing, perhaps education, perhaps
even promotion. Single function
companies could be paid separately
in ways that reward good behavior
in each function.
3. Education

We could develop, test, improve and disseminate education
for reducing decision maker vul-

Peter Mansfield.

                      Foto: privat

nerability to misleading influence
techniques. There is evidence that
both thoughtfulness and over-confidence can be improved with appropriate education.9

As pointed out by George Lakoff people are not persuaded by
facts that clash with their worldview.21 Telling stories works better.
It is helpful to remind audiences of
the story from almost 2 centuries
ago of well meaning doctors doing autopsies then unknowingly
transmitting bacteria to women
in labor thus causing epidemics of
fatal childbirth fever. Those doctors were resistant to change until
they learned the germ theory of
disease. The problem now is bias
-an undetectable infection that can
be caught during exposure to influence techniques used by PCs. Thus
learning about the dual process
theories may be the key to change.
Please note that Ignaz Semmelweis’ anger whilst justified did not
achieve change whereas Joseph Lister’s educational approach did.22

Once health professionals understand that PCs are taking advantage of their vulnerability then
they may be more supportive of the
2 other strategies so education may
be the best strategy to start with.
Perhaps Nelson Mandela is correct

19

that “education is the most powerful weapon which you can use to
change the world”.

14 Cooper J (2007) Cognitive Dissonance:
Fifty years of a classic theory. Sage Publications.
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