


tries (biotechnology, pharmacogenetics, e-commerce),
and potential con”icts of interest, whether real or per-
ceived, are pervasive. Physicians meet industry represen-
tatives at the of“ce and at professional meetings, collab-
orate in community-based research, and develop or
invest in health-related industries. In all of these spheres,
partnered activities often offer important opportunities
to advance medical knowledge and patient care, but
they also create an opportunity for the introduction of
bias.

This paper offers two positions to help guide indi-
vidual physicians in making ethical decisions about in-
teracting with industry. The positions are based on the
profession•s fundamental principles of responsibility,
that is, acting in a patient•s best interests (bene“cence),
protecting the patient from harm (nonmale“cence),
having respect for the patient and fostering informed
choice (autonomy), and promoting equity in health care
(justice). To uphold these principles, the primary pur-
pose of entering relationships with industry should be
the enhancement of patient care and medical knowl-
edge. While the ethics of medicine and the ethics of
business sometimes diverge, both are legitimate, and a
thoughtful collaboration of physicians and industry can
result in the best of patient care.

POSITION 1. INDUSTRYGIFTS, HOSPITALITY, SERVICES,
AND SUBSIDIES

The acceptance of individual gifts, hospitality, trips,
and subsidies of all types from industry by an individual
physician is strongly discouraged. Physicians should not ac-
cept gifts, hospitality, services, and subsidies from industry if
acceptance might diminish, or appear to others to diminish,
the objectivity of professional judgment. Helpful questions
for gauging whether a gift relationship is ethically appro-
priate include 1) What would my patients think about this
arrangement? What would the public think? How would I
feel if the relationship was disclosed through the media? 2)
What is the purpose of the industry offer? 3) What would
my colleagues think about this arrangement? What would I
think if my own physician accepted this offer?

Rationale
Physicians understand that to maintain their profes-

sional objectivity they must be mindful of potential bi-
ases in medical information (7, 11). In fact, the entire

infrastructure of science and much of physician educa-
tion is built on the fundamental notion of eliminating,
or at least controlling for, the many and powerful biases
inherent in generating and interpreting scienti“c data.
Ethically and professionally, the objective evaluation of
medical information is critical for deciding on best clin-
ical practices (bene“cence) and avoiding risks to patient
safety (nonmale“cence) (12…14). Thus, physicians have
an obligation to themselves, their profession, and society
to evaluate, correct for, and eliminate potential bias in
medical information from all sources.

Recent studies and reports have examined industry
in”uence on physician objectivity and behavior (15, 16),
particularly prescribing practices, formulary choices, and
assessment of medical information (3, 7, 17…25). Phy-
sicians frequently do not recognize that their decisions
have been affected by commercial gifts and services (26)
and in fact deny industry•s in”uence (3, 15, 17…22),
even when such enticements as all-expenses-paid trips to
luxury resorts are provided (23). Research, however,
shows a strong correlation between receiving industry
bene“ts and favoring their products (23, 25, 27).

What Would My Patients Think about This
Arrangement?

The dictates of professionalism require the physi-
cian to decline any industry gift or service that might be
perceivedto bias their judgment, regardless of whether a
bias actually materializes. A perception that a physician
is dispensing medical advice on the basis of commercial
in”uence is likely to undermine a patient•s trust not
only in the physician•s competence but also in the phy-
sician•s pledge to put patients• welfare ahead of self-
interest. Recent research on patient attitudes shows that
patients are more likely than physicians to perceive in-
dustry gifts as inappropriate or in”uential on medical
practice (19, 28, 29). More particularly, a signi“cant
number of patients believe that industry gifts bias their
physicians• prescription practices and ultimately drive
up medical costs. Patients make a distinction, however,
between acceptable and unacceptable gifts. Most think
that inexpensive incentives designed for of“ce use (pens,
notepads) and patient care (drug samples, medical texts)
do not have a negative effect on health care. They are
much more likely, however, to disapprove of items for
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hospitality (such as a reception or other food and drink)
that is connected with a legitimate educational program.

Understandably, even these •generally acceptableŽ
examples are subject to interpretation and will frustrate
some readers. Together with the fundamental questions
listed in Position 1, physicians should use these recom-
mendations as guides in making a good-faith effort to
evaluate the potential for in”uence and to determine



cal education and communication company. Such com-
panies, which are largely “nanced through the pharma-
ceutical industry, are for-pro“t developers and vendors
of continuing medical education (47). It is important
that physicians retained as lecturers in such settings con-
trol the content of the educational modules they deliver
rather than allow their presentations to be scripted by
the company. Lecturers should screen industry-prepared
presentation aids (such as slides and reference materials)
to ensure their objectivity and should accept, modify, or
refuse them on that basis. Presenters using such materi-
als should disclose their source to audience members.

Paid efforts to in”uence the profession or public
opinion about speci“c medical products are particularly
suspect. It is unethical, for example, for physicians to



state and federal policies regarding third-party access are
not consistent and can, at times, jeopardize the con“-
dentiality of patient information. Cost savings are cer-
tainly encouraged, especially as a matter of justice and
equity in health care. However, any agreement to
change drugs should be evidence-based, not company-
biased. If faced with institutional bias in drug formular-
ies, individual physicians should be prepared to insist on
waivers for unlisted drugs when it is in the best interests
of their patients.

Electronic Technology
Finally, the development of •e-commerceŽ has led

to ethical issues not envisioned in the 1990 position
paper. Since that time, the importance of electronic
commerce and Internet technology to the practice of
medicine has increased dramatically. Health care sys-
tems in the 21st century will undoubtedly take advan-
tage of electronic technology to collect and analyze clin-
ical data, support consumer access to health information,
and complement the physician•s management of patient
care (13).

As valuable as consumer access is, information pro-
vided electronically can be biased by its sponsor. To
mitigate this potential con”ict, physicians who have a
material interest in •e-healthŽ businesses or who interact
with Internet hosts to publish their own Web sites have
an obligation to control the site•s medical content and
regularly maintain it. Such sites should disclose all
sources of industry support and clearly distinguish any
commercial advertisements or sponsored content from
substantive content, both in form and in placement.
Physicians with commercially sponsored Web sites also
need to alert users if a sponsor plans to conduct any
online tracking.

CONCLUSION

The guidelines offered here identify several exam-
ples of “nancial and other material relationships be-
tween physicians and industry, but the list is not exhaus-
tive. As opportunities for commercial ties continue to
grow, physicians should be increasingly wary of threats
to their professionalism and independent judgment
about patient care. Providers of medical education and
professional medical societies face similar problems of
potential in”uence. Part 2 of this statement on industry

relations will address the ethical risks and responsibilities
of professional medical associations and educators.
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