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Abstract

The relation between physicians and the pharmaceutamahpanies
has been increasingly discretted issue over thieskageral years.

Moreover, such relations have been proven to imitge the
prescribing patterns to stimulate drug supplyingthivi hospitals, to
encourage publications and research articles anénevo contribute to
critical article non-publication.

There is a complex relation between physicians,icakdrganizations
and academic departments, on the one hand and tindos the other.
Therefore, industry makes its living from the pbigsis prescriptions and
from the devices and services they purchase.

Yet physicians, medical organizations, and acadedepartments
commonly receive money and other benefits fronmthestry.

This paper reviews specialist literature and addess the real
dimension of the physician-health related industrgridwide interaction.
Unfortunately, Romania has not provided any data lyecause this issue has
not been officially analyzed in our country.
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Background

A growing body of literature continues to serioustjuestion the
correctness of most types of physician—industrgtighs and to suggest ways to
remove them. So for, physicians have continuousty faithfully preserved their
partaking of industry generosity because they dmmsthemselves too smart to
have their medical decision influenced by industnyiarketing strategy (Rutledge
P., 2003). This approach has survived althougs fitot factually supported and is
highly arguable. According to an axiom that is h&wdyrasp when dealing with
health related industries all industries have amp@se: to make money (Goldratt
E., 2004). No professional ethics can obstructdhis

These legends and similar ones persist in spi@naéxtensive and broadly
accepted body of literature that categorically shotwat industry—physician
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conflict of interest — including industry’s expandirole in continuing medical
education (Spingarn, Berlin, and Strom 1996) —dases the cost of healthcare to
the detriment of the public, the medical professiand the patients (Wazana,
2000). In order to face and maybe to repel the iplarsindustry relation concerns,
the American Medical Association (AMA), the pharreatical industry, and
medical organizations have formulated guidelinesdéal with such concerns
(America, 2004; Popp et al., 2004; Association,89®n the other hand, a closer
look at these guidelines reveals their bran intggiion possibility. Conflict of
interest has always been a part of medicine. Withry patient treated, every
physician it involved in a conflict of interestsdfielli, 2007).

Literature provides a lot of information on indystrattempts to maneuver
physicians away from their responsibility to seme best interests of their
patients. In the end, it is physicians who, aslggpers, control industry’s success
through the prescriptions they give and the devites procure. Undoubtly,
industry uses large amounts of money to persuagisiggans, but by means of a
technique that makes physicians consider thataheyot being influenced (Chren,
1999). A 2006 report by Steinman and associatels dgth the precise issue of
Parke-Davis’s illegal marketing of its medicine Nantin for off-label uses
(Steinman et al., 2006). More than $40 million wepent on marketing the off-
label use of the drug to physicians. This actiwgs illegal. Prescriptions for off-
label use climbed. Much of the marketing campamnyolved activities with hidden
marketing intention such as funding for speakergdws and key opinion leaders.
Unexpectedly, the industry — pharmaceutical andogey acts like any other for-
profit entity, seeking. The interesting part, thbugs the extent in which industry
hazes the distinction between marketing and edutg8teinman et al., 2006) and
lucrative investments the physicians naively featilng the industry efforts.

The physician perspective

For physicians industry is a stimulating environmelh is unfair to
generalize and say that every physician has thes saotivations when dealing
with industry, but it is important to evaluate avfpersuasive ones, one or more of
which may be relevant to a particular individual.

Firstly, the doctors may see themselves as beinigleghto whatever
industry offers them (Hayashi, 2001). This sensemndftlement could have more
reasons. Sometimes, they believed they worked largl and that those freebies
were a proof of the company’s appreciation. Theésgifontinued and increased
during residency and practice — lunches broughbyirmedicine representatives
during a seminar about a new treatment, or simglyaa opportunity to eat
conveniently.

Consistently, industry speakers support the phgsgi prescribing
behavior by affirming that it is an affront to plgians’ intellect even to suggest
that their honesty can be bought for a dinner grena. If prescribing patterns
(Greene, 2007) and, perhaps, personal featuregrangising to a company, they
may be invited to a resort for an “advisors” sumarmithe like — some way to raise
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the ante toward further eliciting our thanks in thiem of more prescriptions for the
company’s products and, maybe, becoming a compeesepter to help persuade
others to recommend more of these drugs.

A second possible reason for the physician — imgustteraction is
recognition. Many of them enjoy to be acknowledgexl experts, and when
industry turns them into experts by choosing onéhefm on the circuit, his name
and sometimes his photo are printed in programmgenthe speaks at a meeting,
fellow physicians come to hear him. This can bexaiting feeling. Then, they are
sometimes tapped as key opinion leader and thiakttiis makes them special,
although this acknowledgment makes it obvious tivey have been converted into
salespeople for industry (Network, 2004).

By responding to the acknowledgment industry ayeanfor physicians,
they are helping industry to cover sophisticatedketing techniques under the
appearance of teaching. Some of them may be so goetat industry gets them
to do that they are invited to be on a companyiendific advisory board. This
recognition makes them believe that they are evererallowed to expenses from
industry because, after all, the statemedvice entails that they are using their
knowledge and intelligence to assist the comparggu@ly, they may think that
they are entitled to large payments for being ds #uvisory board. Although
industry does have physicians who provide them estbential guidance regarding
drug development and marketing, many industry sdieradvisory boards are
simply ways to set up appreciation and enhancestjialhce among renowned
physicians. Industry’s business policy is to cohitsr‘advisors” into salespeople.

The companies the advisory boards of which consfstworld-wide
members are even more inspired, because they gamipe board conferences in
remote and interesting places. The internation&h@aeledgment for advisory
board members is even puffier. Physicians may belibey are entitled to money
and fancy trips, but they are not aware of the flaat by accepting the money and
the trappings, they generate conflict, and conteltha expensive drug prescription,
to uncertified device purchase, and to non-eviddrased tests ordering. All these
increases the patients’ expulses and the costaithh&/hy would industry spend
millions of dollars on such as honoraria, traveliagd on steak dinners for the
attendees if industry did not know that such exjenes world lead to more drug
prescriptions or to increased device purchase?2(D4).

Another reason underlying the physician-industigtien is the sense of
belonging that such a relation creates. For thivighgal practitioner, an invitation
to a fine steakhouse for dinner provides the chanceingle with colleagues
whom the company believes are worth inviting. Tlease of being special is
created by the company. Moreover, he has the chanoengle with the out-of-
town speakers. Physicians who do not care to paékndustry’s largesse face a
particularly difficult problem because attendangerteetings and interacting with
colleagues is part of physicians’ professional oesgbilities and necessary often
simply for them to do their jobs.

A fourth reason for physicians to go into and preserelation with
industry, which is, in fact, the underlying reassmmoney. Industry pays them for
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being speakers, for participating in an advisooard, and for giving advice.
Perhaps they believe that the inexorable decr@asgmbursement for our medical
services is a good reason to accept some monejtfr@mdustry to offset what we
believe is inequitable loss of practice income. tbey may believe that what they
are doing for industry is a service to medical pssfon and to the colleagues who
come to hear them speak. At any rate, they likeeyomhey even like the indirect
benefits that they do not receive as cash: receptamd dinners paid for by the
industry, or tax-excerpt courses or courses reugliai reduced registration fee. All
these benefits mean money they do not have to spend

Industry perspective

Their bottom-line duty is to augment value to thaiwckholders: to make
money (Goldratt E., 2004). If a company sells soafsigerators, drugs, or medical
devices, the stockholders want to see profit.dbmpany makes what seems to be
an altruistic donation, it is a business-centred Blee gift may do some good in a
community or in other ways, but the company’s shmdtters do not want the
company to act like a charity entity and to spenghay that has no business
purpose. What is, then, industry buying with sorhehe $57.5 billion it spends
annually on marketing to physicians — $ 61,000p#®ssician — or nearly twice as
much as the expenditure for research and develg®men

Industry buys access, authority, and appreciafibese are knotted. When
a company sets up a steakhouse dinner reuniopedsna lecturer to make the meal
simply incidental to a didactic activity and, thieme, tolerable under various
physician—industry gifting guidelines.

Companies do much of their marketing to physicibpameans of their
ever-increasing influence on CME and through paymengifts to both physician
teachers and meeting attendees. In 2006, indusivgred the cost of 61% of
Continuous Medical Education Courses in US, spandi@arly $1.45 billion, or
more than three times what it spent in 1998. Indlheumstance of advancing its
shareholders’ joint interests, this activity is plgnbusiness motivated.

Industry aims at leaders because of their reputatml the admiration held
by their colleagues. In academia, there are verdintpharmaceutical formularies
and on research projects and policies that indussy an interest in influencing
and that academic institutions should have an estein keeping free from
industry’s influence (Ehringhaus et al., 2008; Radim, 2008). In professional
organizations, the clinical care guidelines thegate are an attractive prey for the
industry; having grateful committee members on ¢hgsideline panels can yield
positive results to industry’s products (Steinbra2®07).

Academic perspective

Academic physicians author many of the articledipbed in journals and
they are involved in research that may be of istete industry. Thus, academic
departments are high importance targets of industny are lured by the same
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stimulus as their faculty and community physicianentitlement, recognition,
belonging, and money — to become comfortable witlustry representatives.

It may be a visiting professor agenda that indussryenthusiastic to
sponsor. Finally, the department has to fight toetmgs financial plan and
industry’'s money is simply money that the departmsitl not have to spend.
Maybe the company offers money for the departneetégt a new device or to join
in a clinical trial. These examples are ways inalhindustry can gain influence
with the chair and faculty of the department anthvits house staff.

Campbell and associates surveyed department catimgedical schools
and at US’s 15 largest teaching hospitals (Camptedl., 2007). Sixty per cent of
chairs had some form of personal relation with itidustry such as being a paid
consultant or a scientific advisory board membepaiticipating in a speaker’'s
bureau. In addition, some 80% of clinical departtedrad one or more connections
with industry, including funding for food and forME. Most chairs did not
perceive anything wrong with these personal or depental affairs.

Conclusions

Even though industry has brought to market marth@fproducts that have
helped improving medicine, there is major concand strong confirmation that
industry’s successful marketing tactics have eadadn unreasonable increase in
the cost of health. Individual physicians have provo be sitting targets for the
pharmaceutical and device industry and it is Iéilasty to change their behavior,
unless bold steps are taken in order to support awen to implement such
changes.

In the end, it is essential to reiterate that gasspectives does not put an
end to the physician-industry relation. On the othend, we hope that physicians
will identify their physician-industry voluntaryrfancial relations for what they
are: a conflict of interests over their respongipib patients and to the public. The
difference needs to be made, though, between gtiens that have very specific
aims, goals that stand to our patients’ and pudadicantage and those that simply
increase the cost of care through encouragememeexfless drugs and tests or the
writing of prescriptions for costly drugs when adeexpensive one is just as good.
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