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We all want to base our healthcare decisions on trustworthy
evidence. Yet the landmark 2009 Institute of Medicine report
identified widespread financial conflicts of interest across
medical research, education, and practice.1 It highlighted that
extensive industry influence may be jeopardising “the integrity
of scientific investigations, the objectivity of medical education,
the quality of patient care, and the public’s trust in medicine.”1

At the same time there’s increasing appreciation across nations
and within clinical and scientific communities of the problem
of too much medicine.2-5 Overtesting, overdiagnosis, and
overtreatment divert resources from tackling genuine need,
cause harm to health, and threaten health system sustainability.2-5

Necessary tests, treatments, and diagnoses are vital, and
manufacturers have rights to make profits. But it’s time to ensure
the scientific evaluation of tests and treatments, and
dissemination of the resulting evidence, are conducted as
independently as possible from industries profiting from their
use.
Perspectives differ on the financial relationships between
industry and health professionals, and debate is ongoing about
where to draw the line between valuable collaboration and

relationships that don’t serve patients or the public.6-8 Some see
transparency as the best strategy, while others regard it as
necessary but insufficient. We argue that endemic financial
entanglement is distorting the production and use of healthcare
evidence, causing harm to individuals and waste for health
systems. Building on the evidence and practical examples cited
below, we propose pathways towards financial independence
from industry across healthcare decision making. We hope that
our proposals will catalyse and inform development of more
detailed recommendations for fundamental reform within
research, education, and practice.
Problem of financial dependence
Research
Financial dependence on commercial companies is common
within research, and in the United States almost 60% of medical
research is industry funded.9 It’s been shown repeatedly that
published outcomes of industry sponsored studies tend to favour
sponsors’ products, creating a “sponsorship bias” in the evidence
base that overplays benefits and underplays harms.10 In 2013,
research by the German Institute for Quality and Efficiency in
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Health Care cast new light on that bias.11 It identified major
discrepancies between information on product benefits and
harms found in the detailed “clinical study reports” from
industry funded studies and what was publicly reported from
those studies in places like medical journals.11 A recent
systematic review confirmed that industry sponsored trials,
compared with independently funded trials, tend to find more
favourable outcomes for sponsors’ products.12 And aside from
study funding, other financial relationships between study
researchers and sponsors are also associated with favourable
results.13

Sponsoring companies have obvious financial incentives to
overstate product benefits and downplay harms. But these
incentives are enabled by our imperfect methods of evaluation,
which can be exploited in myriad ways, consciously or
unconsciously, at all stages of the process.14 For example, a
study design could include an unfair comparison to ensure a
favourable result for the sponsor’s product, or unfavourable
results might not be published.14 Research synthesis can also
mislead, in part because of industry influence in the original
studies being synthesised.15 To make matters worse, regulatory
agencies that evaluate research evidence—including the
European Medicines Agency and the US Food and Drug
Administration16 17—also have financial conflicts of interest as
they rely on funding from companies whose products they are
evaluating.

Education
As with research, there’s evidence that industry supported
educational activities or advocacy can favour supporters’
products. A study of 280 000 US doctors found an association
between accepting just one sponsored meal and higher
prescribing of sponsors’ medicines, with additional or costlier
meals associated with even higher prescribing.18 Another study
found views of key opinion leaders in journal articles strongly
correlated with the interests of companies which paid them as
speakers or advisers.19 There are concerns too that most
advocacy organisations are now dependent on industry funding20

and fears that they may favour their financial supporters when
educating their members or the public—for example, by being
“silent or slow to complain” about excessive drug prices.21

Practice
Commercial influence also affects clinical practice, whether
through sales representatives, guidelines, or direct payments.
Industry argues it provides valuable information that helps
patients,22 yet a systematic review found exposure to drug
company information is generally associated with prescribing
more medicines, at higher costs and lower quality.23 In 2019, a
study of marketing payments by opioid makers to 67 000 US
doctors found an association between the amount of marketing,
increased opioid prescribing, and higher rates of death.24

Clinical guidelines, which recommend treatments and can
expand disease definitions, are often produced by professional
associations and written by people with financial ties to
interested companies25-27 and can potentially drive overuse and
overdiagnosis.28 29 A 2016 study of 95 organisations producing
guidelines found an association between more comprehensive
conflict of interest policies and less enthusiastic
recommendations for medical products.30 Policy decisions with
far reaching effects on practice, such as for reimbursement, can
also be undermined when sponsored advocacy groups become
part of sponsors’ marketing campaigns.21

Principle of independence from
commercial interests
In our view if health systems are to produce and use trustworthy
evidence, and tackle the epidemic of medical excess, decision
makers at every level must disentangle from those who profit
from that excess. Others disagree, arguing that these financial
relationships flow from a shared mission between doctors and
industry to fight disease,6 and that industry-researcher
collaborations and sponsored education are vital for medical
progress.7 8 Epstein writes that restrictions on pharmaceutical
promotion could reduce industry’s profitability, see promising
products abandoned, and reduce available drug information,
arguing “distorted information is often better than no information
at all.”7 Rosenbaum has called for more careful study of how
doctor-industry financial relationships affect patients and of
strategies to curtail them.6 We agree on the merit of more study
and that industry-researcher collaborations to develop products
are valuable, but research evaluating product benefits and harms,
and its dissemination, must become independent from companies
selling those products.
Fundamental reforms are already under discussion nationally
and globally. In 2017, responding to high drug prices which
threaten health system sustainability, the World Health
Organization’s European regional committee debated a bigger
role for public authorities in “steering research investment.”31

In July 2019 a European Ombudsman report suggested health
regulators should, to the “greatest extent possible,” ensure
separation between people within regulatory agencies who
provide advice to private companies during development of a
product and those who later evaluate it.32 In September 2019,
the UK Labour Party unveiled major reform proposals, including
government funding of late stage clinical trials and state owned
drug companies.33 More broadly there are many examples across
research, education, and practice where organisations are shifting
to independence from commercial influence.

Pathways to independence
Research
Although industry remains a dominant funder of research, there
are examples of alternative models to inform reform. For over
a decade the Italian government has taxed drug companies’
promotional expenditure to fund public interest research.34 For
15 years, the Drugs for Neglected Diseases initiative (DNDi)
has used a public sector driven model to fund drug development,
characterised by “financial and scientific independence.”35 While
funding has relied on public and philanthropic donors, with
strategic industry engagement, the model shows not-for-profit
drug development can work when it is explicitly driven by
patient needs.35 Another model—promoted by US politicians
for half a century but so far successfully opposed by
industry—involves companies funding product testing but public
regulators assigning independent research teams to do the
testing.36 A North American reform group examining exorbitant
drug prices and distorted research recently proposed full public
funding of regulatory agencies.37

In research synthesis, another example of reform comes from
Cochrane, a global not-for-profit organisation. It now requires
at least two thirds of authors of systematic reviews to have no
financial ties to industry. Acknowledging that this won’t remove
commercial bias in sponsored studies, Cochrane will also start
advocating for unconflicted and independent research.
Expanding public funding for research and its regulation is
clearly a major challenge but the money could, in some places,
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come partly from savings from lower drug prices, less
inappropriate prescribing, and collection of taxes that are
currently unfairly avoided.38

Box 1 outlines our suggested pathways towards research that
is free from commercial influence. They include research
synthesis being conducted without industry ties and government
reforms to ensure product testing and regulatory agencies are
independent of industry.

Box 1: Possible pathways to financial independence from
commercial interests
Research

• Governments require independent production of evidence used for
healthcare decision making, including the evaluation of new treatments,
tests, and technologies

• Governments require that public healthcare organisations, including
regulatory and health technology assessment agencies, receive no
industry funding and that their advisers have no financial relationships
with industry

• Groups conducting research synthesis, including systematic reviews,
ensure reviewers have access to all information on study methods and
all relevant study results, including clinical study reports, and are
conducted without industry funding and by authors with no financial
relationships with companies that could benefit from the outcomes

Education
• Professional, advocacy, or academic groups engaged in educational

activities for health professionals or the public or advocacy affecting
regulatory or policy decisions, move to end reliance on industry funding
and end financial relationships between their leadership and industry

• National governments work with professional associations and licensing
bodies to develop policies that ensure educational activity supported
by industry cannot contribute to accreditation of health professionals

• Medical journals and their editors move to end reliance on healthcare
industry income

Practice
• Professional groups, hospitals, health services, and governments prohibit

marketing interactions between industry and decision makers, including
practising professionals, and actively support development of healthcare
information independent of commercial interests

• Professionals, policy makers, and the public move to reliance on practice
guidelines produced and written by groups that have no financial
relationships with industry and that have access to evidence, including
research synthesis, free of industry influence

• Research funding bodies and academic institutions modify academic
metrics and incentives explicitly to reward academic collaboration with
public agencies and civil society groups as well as industry

These proposed pathways arise from our analysis of the relevant evidence
and examples from around the world. The list is not comprehensive or definitive
and is designed to inform intensified debate and development of detailed
recommendations.

Education
Many organisations already provide education without industry
support. Following campaigning by family doctors, the
Norwegian Medical Association ruled that industry sponsored
meetings and courses could no longer be counted as formal
education, necessary for accreditation.39 Inspired by
organisations such as the American Medical Student
Association,40 doctors’ groups have introduced education that
is free of industry support, including in places across North
America,41 and India.42 Medical journals—an important
educational source—have similarly started separating from
industry influence. PLOS Medicine43 and Emergency Medicine
Australasia44 have ended pharmaceutical advertising, and The
BMJ now declares all drug company revenues and publishes
educational articles only from writers without relevant industry
ties.45 Advocacy organisations such as the US National Women’s
Health Network are models of freedom from industry funding.

Box 1 outlines pathways towards independence in education.
They would see all groups engaged in education—including
advocacy groups, medical associations, and journals—move
away from financial relationships with companies selling
healthcare products and reforms to bind professional
accreditation to education free of industry support.

Practice
From small clinics to large organisations with thousands of
physicians, there are many examples of practising clinicians
ending reliance on company sales representatives.41 Doctors’
groups such as No Gracias, No Advertising Please, and Mezis
encourage use of information produced independently from
drug makers, and some governments now fund such resources,
including in Norway.46 In the field of guidelines, the new rapid
recommendations—designed by the not-for-profit MAGIC
Evidence Ecosystem Foundation and The BMJ—have strong
restrictions on authors’ financial conflicts.47 Similarly, in
Denmark, doctors who advise drug companies can’t be involved
in national guidelines,48 and Australia now “strongly encourages”
guideline panels to be free of financial conflicts,49 underscoring
the need for an expanded pool of clinician researchers without
industry ties.
Possible pathways to independence in practice would see
policies developed within governments, hospitals, and health
systems to prohibit marketing interactions between industry and
healthcare decision makers, guidelines developed by people
with no industry relationships, and researchers rewarded for
public and civil society collaborations (box 1).

First steps
Although we support calls for more research on the effects of
industry entanglement and strategies to end it,6 accumulating
evidence and examples show that independence from
commercial interests is both necessary and feasible. One
important first step will be laws mandating comprehensive and
accessible disclosure of payments made by companies selling
healthcare products to those evaluating and using them.50

There are caveats to this analysis. Because of space limitations,
we have focused on financial relationships rather than
non-financial ones, and on healthcare rather than health more
broadly. For clarity we have used the three level structure of
research, education, and practice derived from the Institute of
Medicine report,1 but we recognise policy is equally relevant.
And our proposals are part of much wider work underway to
enhance literacy about healthcare’s benefits and harms5 and the
risks of sponsored science.
Our proposed pathways are not comprehensive or definitive;
they are designed to encourage development of more detailed
practical recommendations for change, and how to fund it,
among players across healthcare. Many groups are already
moving away from industry influence in education and practice,
but the main priority and greatest challenge is to develop models
for research and evaluation independent from companies with
interests in the outcomes. To deepen understanding of the
problems and help develop solutions, we encourage you to
respond to this article through The BMJ’s rapid responses,
including your positive or negative experiences of reforms. We
also encourage you to sign a short statement of support available
here (https://docs.google.com/forms/d/e/1FAIpQLSdj_
rtIel7Yo2vlytwz7pW_Yb6k6UIlSfOz0smTrwEwYYNdqw/
viewform?usp=sf_link) and suggest strategies and priorities.
Such transformation will be slow but may be unstoppable
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because human health, the sustainability of our health systems,
and trust in medical science will be the beneficiaries.

Key messages
Trustworthy evidence is required to enable well informed decisions about
healthcare
Widespread financial dependence on industry brings commercial bias in
research evidence, medical education and clinical practice
Such bias tends to overstate healthcare benefits and play down harms
Greater financial independence from industry is desirable and possible,
with examples of reform across research, education, and practice
The proposed steps towards financial independence from commercial
interests will involve major culture change
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