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In the United States, some prisons are managed 
by investor-owned, for-profit corporations. In 
large measure, the amount of money these 
corporations receive is determined by the 
number of prisoners housed in the jails they run. 
Now imagine if the vast majority of continuing 
education of appointed judges was paid for by 
the companies that run these prisons. How 
confident would you be, if you were a prisoner 
appearing before one of these judges, that you 
would get a fair trial? 
 
For doctors, the state of continuing medical 
education (CME) almost perfectly fits this 
analogy. Studies from Canada and the United 
States show that 60%-70% of all monies 
invested in running CME come from commercial 
sources -- mostly companies that make and sell 
prescription medications [1,2].  Many doctors 
recognize the potential bias in this situation, but 
only a relatively small proportion believes it 
affects them personally. A survey of Scottish 
hospital doctors and general practitioners 
revealed that 40% felt that industry sponsorship 
created a conflict of interest, but only 14% 
thought that attending such events would bias the 
way they prescribed [3].  Only 1% of medical 
house staff felt that they personally would be 
heavily influenced by interactions with the 
pharmaceutical industry versus 38% who said 
they would be influenced a little, and 61% who 
denied they could be influenced at all. 
Interestingly, however, the same physicians were 
not so sure of their colleagues: 33% thought their 

colleagues could be influenced a lot, 51% a little, 
and only 16% believed other physicians would 
not be affected at all [4].  
 
Nowadays, most industry sponsorship for CME 
comes in the form of unrestricted grants that the 
organizers can use as they see fit. According to 
Bernard Marlow [5], director of continuing 
professional development for the College of 
Family Physicians of Canada, this and other 
measures ensure that “all CME … programs 
accredited by the College are unquestionably 
balanced, free of bias and not being used by 
pharmaceutical companies to market their 
products”.  Statements such as these can only be 
viewed as naïve, as they ignore the many subtle 
ways in which companies can bias CME even 
when there are strict rules in place [6]. 
 
Bowman and Pearle [7] analyzed the content of 
two CME courses in relation to their source of 
funding. Both were given at a university whose 
policy guidelines stipulated that all course 
content be controlled by the institution. 
Nevertheless, both courses favored the drug 
produced by the sponsoring company relative to 
other, equally effective, drugs produced by other 
companies. Sometimes things are not as above-
board as they seem. In Australia, CME sessions 
that were billed as “independent of industry 
influence” often had speakers who were 
suggested by drug companies, and this 
information was not disclosed to the doctors in  
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attendance. Apparently, such practices are not 
uncommon in the United Kingdom either [8].  
 
Of course, not all speakers are suggested by 
companies, and talks of speakers suggested by 
companies may be free of any company bias. 
Yet, there may still be untoward consequences 
for the future of the CME event. After Dr. 
Adriane Fugh-Berman presented her talk at 
Presbyterian Hospital in Alburquerque, New 
Mexico, on the influence of the drug industry on 
CME, “one pharmaceutical company 
representative announced to a conference 
organizer that her company would no longer 
support the annual conference” [9]. 
When you rely on drug companies to support 
CME, you are also limiting the range of topics 
that will be presented. Katz et al. [10] compared 
CME courses organized by Harvard Medical 
School that were independent of any commercial 
influence with symposia funded by 
pharmaceutical companies. The 221 talks offered 
during the Harvard courses covered 133 topics 
whereas the 103 symposia focused on 30 topics, 
most of which were linked to new, recently 
approved therapeutic agents sold by the funders. 
Drug therapy was the central topic in 27% of the 
Harvard talks compared to 66% of the symposia. 
 
Drug companies can also use CME to advance 
off-label uses of drugs. Government rules allow 
companies to promote drugs only for the 
indications for which they have been approved 
by regulatory authorities, such as the Food and 
Drug Administration. However, there is nothing 
to stop speakers at CME events from bringing up 
these off-label uses. Parke-Davis used this tactic 
to encourage doctors to prescribe gabapentin 
(Neurontin®) for a wide variety of indications 
for which it was never approved. When 
investigators in the U.S. asked a Massachusetts 
psychiatrist whether his heavy off-label use of 
gabapentin was a result of pressure from Parke-
Davis’ sales representatives, he assured them it 
was not. He used it, he said,  “because doctors at 
conferences … were praising the drug [11].” 
GlaxoSmithKline is currently sponsoring CME 
events intended to teach doctors about screening 
pregnant women for herpes virus. About 25% of 
women harbor the virus, and in the unlikely 
event that it is passed to the baby, it can cause 
serious harm. Because it remains unclear 
whether drugs such as valacyclovir (Valtrex®), 
made by GlaxoSmithKline, can make a 
difference,  the  United States  Department  of  

 
Health and Human Services advises against 
prenatal screening [12].  However, were 
screening to be introduced, GalxoSmithKline 
would stand to benefit substantially.  
 
The emergency department where I work in 
Toronto has monthly CME sessions. The faculty 
chooses both the topic and the speaker, and we 
think we do a good job at keeping the talks 
objective and evidence-based. But the money for 
them comes from drug companies. Why? Well, 
we need to pay the speakers, of course, but in 
addition, our sessions are typically held in 
expensive restaurants. And who are we to turn 
down an all-expenses-paid meal and drinks? [In 
the interests of full disclosure, I often attend 
these talks, but I leave before the meal begins.]  
 
In the end, it all comes down to the money. CME 
is expensive, and if the drug companies don’t 
pay for the events, the available funding will 
drop by about two-thirds. There will certainly be 
fewer CME programs and they won’t be held in 
expensive hotels, and they won’t be 
accompanied by expensive meals. Doctors will 
have to pay for their own CME, just as lawyers, 
teachers, and other professionals bear the cost of 
their continuing professional education. Why is 
medicine entitled to privileges these other 
professions are not? Relying on the 
pharmaceutical industry means that doctors are 
not in control of their own education. The 
priorities and the content are determined either 
directly or indirectly for us. We should follow 
the example of the Oregon Academy of Family 
Physicians which recently decided to forego all 
industry funding for its educational programs 
[13]. It is possible to break the financial hold of 
the pharmaceutical industry. 
 
We would not want judges to be beholden to 
companies that make money by running prisons. 
At present, doctors are the willing recipients of 
industry money, to the detriment of our patients 
and our own self-respect. Guilty as charged. 
 
 
References 
 
1. Marlow B.  Rebuttal: is CME a drug-

promotion tool? Can Fam Physician, 2007; 
53:1877. 

 
 
 



  CME Funding 
  

Israeli Journal of Emergency Medicine – Vol. 8, No.2  June 2008 - פהכתב העת הישראלי לרפואה דחו  25

 
2. Steinbrook R. Financial support of 

continuing medical education. JAMA, 2008; 
299:1060-1062. 

 
3. Rutledge P, Crookes D, McKinstry B, 

Maxwell SRJ. Do doctors rely on 
pharmaceutical industry funding to attend 
conferences and do they perceive that this 
creates a bias in their drug selection? Results 
from a questionnaire survey. 
Pharmacoepidemiol Drug Saf, 2003; 
12:663-667. 

 
4. Steinman MA, Shlipak MG, McPhee SJ. Of 

principles and pens: attitudes and practices 
of medicine housestaff toward 
pharmaceutical industry promotions. Am 
Med, 2001; 110:551-557. 

 
5. Marlow B. Is continuing medical education 

a drug-promotion tool? Can Fam Physician, 
2007; 53:1650-1653. 

 
6. Steinman MA, Baron RB. Rebuttal: is CME 

a drug-promotion tool? Can Fam Physician, 
2007; 53:1877. 

 
7. Bowman MA, Pearle DL. Changes in drug 

prescribing patterns related to commercial 
company funding of continuing medical 
education. J Contin Educ Health Prof, 1988; 
8:13-20. 

 
8. Moynihan R. The invisible influence. BMJ, 

2008; 336:416-417. 
 
9. Fugh-Berman A. Doctors must not be 

lapdogs to drug firms. BMJ, 2006; 
333:1027. 

 

 
10. Katz HP, Goldfinger SE, Fletcher SW. 

Academia-industry collaboration in 
continuing medical education: description of 
two approaches. J Contin Educ Health Prof, 
2002; 22(1):43-54. 

 
11. Kowalczyk L. Use of drug soars despite 

controversy: neurontin maker faces probes 
into marketing. Boston Globe, 2002; 
November 25:A1. 

 
12. Giles J. Smokescreens. Nature, 2007; 

450:464. 
 
13. Silverman E. Pharma free: Oregon docs ban 

CME funding. 2008.  
http://www.pharmalot.com/2008/03/pharma-
free-oregon-docs-ban-cme-funding/. 
Accessed March 18, 2008. 

 
 
 
Competing Interests:  None declared. 
 
 
Funding:  None declared 
 
 
This manuscript has been peer reviewed 
 
 
Correspondence: 
 
Joel Lexchin 
School of Health Policy and Management 
York University 
4700 Keele St. 
Toronto, Ontario 
Canada M3J 1P3

 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /FRA <>
    /ENU (Use these settings to create PDF documents with higher image resolution for improved printing quality. The PDF documents can be opened with Acrobat and Reader 5.0 and later.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308000200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e30593002537052376642306e753b8cea3092670059279650306b4fdd306430533068304c3067304d307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


