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The exchange of ideas and knowledge between academia and industry is important to 
the advancement of medicine. This discussion describes requirements and codes of 

conduct that academic medical centers should consider when business and financial 
relationships exist between an academic medical center’s employed clinicians and 

researchers and private industry.

IntroductIon
Financial relationships and synergistic arrange-
ments between industry and academic medical 
centers (AMCs) are not new. The exchange of ideas 
and knowledge between academia and industry is 
important to the discovery and commercialization 
of new medicines and procedures, as well as to pro-
viding clinicians with timely and accurate informa-
tion about new drugs and devices as they become 
available as treatment alternatives. What is new 
is the degree of heightened government concern 
and scrutiny of these relationships as evidenced in 
corporate integrity agreements and growing state 
regulation of these relationships.

In 2010, we will see increased public reporting 
by manufacturers about their payments to physi-
cians. One result of these transparency initiatives 
is likely to be the expansion of the debate over not 
only what are appropriate relationships between 
industry and individual physicians but also how 
effective is AMC oversight of employed clinicians 
and researchers with respect to these relationships. 
In particular, increased scrutiny and transparency 
may call into question the effectiveness of AMC poli-
cies for ensuring physician employee compliance 
with evolving legal standards.

Both industry and the academic community 
have engaged in new dialogue about the appropri-
ateness of the relationships and have endeavored to 
develop workable rules. The focus of this discussion 
is to consider the effectiveness of current conflict 
of interest and compliance processes for managing 

financial relationships with industry in an environ-
ment of heightened government scrutiny. While 
AMCs may have a broad range of institutional finan-
cial relationships, including technology transfer 
and licensing agreements as well as donations and 
endowment support, this article focuses on the rela-
tionships between private industry and the AMC’s 
employed clinicians and researchers who may be 
involved with industry in a variety of capacities—as 
investigators for industry sponsored clinical trials, 
participants in scientific advisory boards or promo-
tional speaker programs, authors for industry-spon-
sored publications, or consultants.

This discussion will: (1) summarize and com-
pare key standards as articulated in the codes of 
conduct published by pharmaceutical and device 
industry associations, the Association of American 
Medical Colleges (AAMC) model polices, the pro-
posed Physician Payment Sunshine Act, and state 
laws regulating the provision of gifts to health care 
professionals; (2) consider current AMC compliance 
mechanisms for identifying, reviewing, and oversee-
ing employed physician relationships with industry 
in light of these standards; and (3) consider what 
changes might be contemplated to enhance the 
effectiveness of AMC oversight practices.

current standards and 
guIdance

The primary sources of guidance for AMCs in evaluat-
ing their current policies and procedures governing 
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their researchers’ and clinicians’ interactions with 
industry are industry codes and emerging state reg-
ulations. Newer and anticipated guidance includes 
a set of policy recommendations by the AAMC that 
specifically addresses interests and concerns, and 
additional federal legislative guidance that has been 
proposed in connection with various national health 
reform bills.

Historically, government scrutiny of health care 
professional-industry relationships has focused pri-
marily on industry’s role in these relationships. 
Given the absence of express legal standards 
governing these relationships, the pharmaceuti-
cal and medical device industries adopted long-
standing codes of conduct governing relationships 
with health care professionals, most notably the 
Pharmaceutical Research and Manufacturers of 
America Code on Interactions with Health care 
Professionals (“PhRMA Code”)1 and the AdvaMed 
Code of Ethics on Interactions with Health Care 
Professionals (“AdvaMed Code”).2 Both the PhRMA 
Code and the AdvaMed Code were recently revised: 
the revised PhRMA Code took effect in January 
2009 and the revised AdvaMed Code took effect in 
July 2009. These voluntary codes of conduct are not 
binding, and have not been uniformly adopted by 
pharmaceutical companies and medical technology 
companies, although most member organizations 
have agreed to adopt the codes. 

On June 19, 2008, the Association of American 
Medical Colleges Task Force on Industry Funding of 
Medical Education (“AAMC Task Force”) released 
the results of its examination of industry funding of 
medical education and a set of policy recommenda-
tions for AMCs.3 The purpose of the AAMC Task 

Force report was to develop a set of principles that 
would help guide AMCs as they develop policies and 
procedures on accepting industry funds for medical 
education and on clinician and researcher interac-
tions with industry.

The voluntary nature of the industry codes has 
led some states to adopt laws that require pharma-
ceutical or medical device manufacturers to adopt 
codes of conduct that are based on the industry 
codes. These states and others often impose addi-
tional conduct restrictions on top of those found in 
the industry codes or implement strict disclosure 
requirements. Should some form of federal health 
reform be enacted, industry likely will face stricter, 
but not necessarily the same, disclosure require-
ments on the federal level as well.

In the following two sections, this discussion 
compares specific requirements of the PhRMA Code 
and AdvaMed Code to the recommendations of the 
AAMC Task Force and then considers the conduct 
restrictions and disclosure requirements found in 
proposed federal legislation and state laws. The 
difficulty that AMCs face in adopting consistent 
standards governing appropriate industry relations 
with their clinicians and researchers is, in part, due 
to the lack of uniform requirements in the various 
industry and legal standards described below.

Industry Codes and AAMC Task 
Force Recommendations

The requirements in the industry codes and the 
recommendations of the AAMC Task Force overlap 
in many areas. The AAMC Task Force recommen-
dations, however, are generally stricter than the 
industry codes in these areas of overlap. The AAMC 
Task Force recommendations are not, nor are they 
intended to be, as comprehensive as the industry 
codes. Thus, while the AAMC Task Force recom-
mendations are a useful guide to AMCs as they 
develop policies and procedures governing relation-
ships with industry, AMCs still must look to industry 
codes for additional guidance.

Further, while the intent of the codes and AAMC 
Task Force recommendations may be aligned, the 
difference in implementation standards will con-
tinue to be a source of confusion to individual clini-
cians and researchers absent clear guidelines from 
their home institution.

For ease of comparison, the discussion below 
focuses on the following key topic areas: (1) pro-
viding gifts and meals to individual clinicians and 
researchers, (2) on-site marketing by industry rep-
resentatives, (3) consulting arrangements, (4) par-
ticipation in speakers bureaus, (5) trainee funds and 
scholarships, and (6) authorship standards.© 2010, Inmagine Corp LLC
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Providing Gifts and Meals to Individual 
Clinicians and Researchers

The PhRMA Code generally prohibits providing 
“gifts” to health care professionals by prohibiting 
the provision of (1) items that do not further disease 
or treatment education (e.g., pens and mugs with 
company logos), (2) items intended for personal 
benefit (e.g., entertainment and recreation), and 
(3) payments of cash or cash equivalents, except for 
payments that are compensation for bona fide ser-
vices. Items that further disease or treatment educa-
tion are permitted only if the items are offered no 
more than occasionally, have a value of $100 or less, 
and do not have value to health care professionals 
outside of their professional responsibilities.

Similar to the PhRMA Code, the AdvaMed Code 
prohibits gifts (e.g., gift baskets, flowers, and cash 
or cash-equivalents), noneducational branded pro-
motional items (e.g., pens and mugs), items that 
could be used for noneducational or non-patient-
related purposes, and entertainment and recreation. 
However, medical technology manufacturers may 
provide health care professionals with products for 
evaluation and demonstration purposes and items 
that benefit patients or serve a genuine educational 
function, if such items are less than $100 in value 
(except that medical textbooks and anatomical 
models may be more than $100 in value).

Both the PhRMA Code and the AdvaMed Code 
allow occasional, modest meals to be provided 
to health care professionals during informational 
presentations or discussions, provided that the 
meals are provided in connection with a bona fide 
business or scientific purpose and are (1) not part 
of an entertainment or recreational event, (2) not 
provided to guests of attendees, (3) provided in the 
presence of a company representative, and (4) pro-
vided in a manner conducive to the communication 
of information.

Under the PhRMA Code, meals provided by 
sales representatives or their immediate managers 
must be provided in a clinician’s office or a hospital 
setting. The PhRMA Code does permit company 
business executives or medical and research staff 
to provide a meal to a health care professional at 
a restaurant if the meal meets the above require-
ments. Unlike the PhRMA Code, the AdvaMed Code 
permits a sales representative to have a meal with a 
health care professional at a restaurant that meets 
the above requirements.

The AAMC Task Force recommendations go fur-
ther than the restrictions found in the industry codes 
by recommending that AMCs prohibit all on-site and 
off-site industry gifts (including gifts from equip-
ment providers, service providers, and pharmaceuti-
cal and medical device providers) to physicians and 
other faculty, staff, students, and trainees. As the 

AAMC Task Force considers industry-supplied food 
to be a prohibited gift, it recommends that AMCs 
prohibit all food and meals provided by industry, 
both on-site and off-site, except for food provided at 
programs accredited by the Accreditation Council 
for Continuing Medical Education (ACCME) in com-
pliance with ACCME requirements.

On-Site Marketing by Industry 
Representatives

Although AMCs and other providers often impose 
restrictions and requirements on on-site marketing 
by industry representatives, such as by requiring 
pharmaceutical and medical device representatives 
to schedule appointments in advance and register 
upon arrival, the PhRMA Code and AdvaMed Code 
are both largely silent on this topic.

The AAMC Task Force imposes different stan-
dards to on-site interactions with pharmaceutical 
representatives than it does to on-site interactions 
with medical device representatives. The AAMC 
Task Force recommends that AMCs restrict pharma-
ceutical representatives to non-patient-care areas 
and nonpublic areas. AMCs should also require 
pharmaceutical representatives to have an appoint-
ment with, or be invited by, a physician. 

Because many medical devices, such as implant-
able devices, require in-person training of health 
care professionals on their safe and effective use 
and continuing in-person support and monitor-
ing, the AAMC Task Force recommends that AMCs 
allow device manufacturer representatives access 
to patient care areas when the representatives are 
appropriately credentialed and have an appoint-
ment with, or have been invited by, a physician. 
Also, device manufacturer representatives may be 
present during a patient care interaction if there is 
prior disclosure to, and consent by, the patient, and 
the representative is present to provide in-service 
training or assistance on devices and equipment.

Consulting Arrangements
The PhRMA Code allows pharmaceutical manufac-
turers to provide health care professional consul-
tants with reasonable and fair market value com-
pensation and expense reimbursement pursuant 
to bona fide consulting arrangements. The PhRMA 
Code prohibits pharmaceutical manufacturers from 
providing recreational or entertainment events to 
consultants or entering into a consulting agree-
ment as an inducement or reward for prescribing or 
recommending a particular product or treatment. 
Further, pharmaceutical manufacturers must not 
pay honoraria to, or the travel or lodging expenses 
of, nonfaculty, nonconsultant health care profes-
sional attendees at company-sponsored meetings.
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The AdvaMed Code’s requirements for consulting 
arrangements provide more detail than the PhRMA 
Code as to what is considered a bona fide arrange-
ment. Under the AdvaMed Code, companies may 
pay consultants fair market value compensation 
for performing bona fide consulting services if they 
meet certain requirements, including the following:

1. There must be a written consulting agree-
ment that describes all services to be pro-
vided.

2. The consultant should be reimbursed for 
only expenses that are documented, reason-
able, actual, and necessary.

3. The venue and circumstances of consultant 
meetings must be appropriate and condu-
cive to the exchange of information.

4. Any meals or refreshments provided must 
be modest and subordinate in time and 
focus to the meeting’s primary purpose.

While not including the same level of detail as 
the industry codes, the AAMC Task Force does rec-
ommend that if AMCs allow their faculty and staff 
to participate in industry-sponsored, FDA-regulated 
programs, the AMCs should develop standards out-
lining what is considered appropriate and accept-
able involvement. These standards should require 
all associated payments to be fair market value and 
the participating faculty and staff to fully disclose 
their participation in the program to the AMC. 
Further, AMCs should prohibit faculty, students, 
and trainees from accepting payment for their time 
spent attending industry-sponsored meetings, and 
from directly accepting travel funds from industry, 
except for funds that are legitimate reimbursement 
for contractual services.

Participation in Speakers Bureaus
The PhRMA Code allows pharmaceutical manu-
facturers to provide reasonable and fair market 
value compensation and reimbursement to health 
care professionals who participate in promotional 
speakers bureaus. The speakers bureau venue must 
be appropriate and conducive to training and com-
munication of information (e.g., resorts are not 
appropriate). Speakers and materials must disclose 
that the pharmaceutical manufacturer is sponsoring 
the presentation and that the speaker is presenting 
on behalf of the manufacturer. As with consulting 
arrangements, speaking arrangements must not be 
an inducement or reward for prescribing or recom-
mending a particular product or treatment.

The PhRMA Code also expressly allows manufac-
turers to provide modest meals to speakers bureau 
attendees. Although the AdvaMed Code does not 
directly address speakers bureaus, the AdvaMed 

Code requirements for consulting arrangements, 
addressed above, would apply.

In sharp contrast with the PhRMA Code, the 
AAMC Task Force recommends that AMCs “strongly 
discourage” their faculty members from participat-
ing in industry speakers bureaus unless the faculty 
member is presenting the results of his or her own 
industry-sponsored study and there is an opportu-
nity for critical exchange. Moreover, the AAMC Task 
Force recommendations would prohibit attendees 
from accepting industry-provided food at speakers 
bureaus.

Trainee Funds and Scholarships
The PhRMA Code allows pharmaceutical manu-
facturers to provide financial assistance to health 
care professionals in training to attend “major 
educational, scientific, or policy-making meetings 
of national, regional, or specialty medical associa-
tions” if the recipients are selected by the academic 
or training institution. The PhRMA Code does not 
address whether financial assistance may be pro-
vided directly to these health care professionals in 
training.

Similar to the PhRMA Code, the AdvaMed Code 
allows medical technology manufacturers to pro-
vide grants to a training institution to support the 
attendance of health care professionals in training 
at bona fide independent educational, scientific, 
and policymaking conferences. Unlike the PhRMA 
Code, however, these grants may not be provided 
directly to individual health care professionals. The 
AdvaMed Code further requires that (1) the meeting 
promotes objective scientific and educational activi-
ties and discourse, (2) the health care professional 
grantees are selected by the training institution 
or conference sponsor, (3) the conference sponsor 
retains control over, and responsibility for, the pro-
gram content and faculty, and (4) the grants comply 
with any requirements of the conference sponsor or 
accreditation body.

Like the AdvaMed Code, the AAMC Task Force 
recommends that AMCs prohibit health care profes-
sionals from directly accepting industry scholarships 
and educational funds. Such funds should be given 
centrally, to the administration of the AMC. Further, 
AMCs should prohibit all quid pro quo arrangements 
with industry, and the AMC or a nonprofit grant-
ing entity should retain the sole responsibility for 
evaluating and selecting recipients, with no industry 
donor involvement.

Authorship Standards
Unlike the PhRMA Code and AdvaMed Code, which 
are both silent on matters of authorship, the AAMC 
Task Force recommends that AMCs prohibit their 
physicians, trainees and students from allowing 
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their professional presentations, including both oral 
and written presentations, to be ghostwritten by 
any party.

Federal and State Laws
Both proposed federal legislation and, where enact-
ed, state laws impose new disclosure and conduct 
requirements that should serve as models for AMC 
policies.

Physician Payment Sunshine Act
If enacted, proposed federal “physician payment 
sunshine” legislation (“Sunshine Provisions”) would 
require disclosure of industry payments and trans-
fers of value to health care professionals. Shining 
a light on these industry payments and transfers 
of value should put an end to certain undesirable 
activities, such as providing free meals and gifts, 
without needing to directly prohibit the undesir-
able activities. Generally, the Sunshine Provisions 
would require drug, device, biological and medical 
supply manufacturers to disclose any “payment or 
other transfer of value” to physicians. “Payment or 
other transfer of value” is defined broadly to mean 
“a transfer of anything of value.”

While there is general agreement on the disclo-
sure aspects, some of the proposed exceptions are 
more controversial for their potential to dilute the 
impact of the reporting requirements, such as so-
called de minimis exceptions for transfers of value 
that do not exceed $100 during a calendar year. For 
each reportable payment, the manufacturer must 
disclose various information about the payment and 
the recipient.

State Laws
States regulate relationships between industry and 
health care professionals in various ways. A few 
states have enacted laws that require pharmaceuti-
cal and medical device manufacturers to adopt the 
PhRMA Code, AdvaMed Code, or a code of conduct 
that is at least as restrictive as these industry codes. 
For example, California requires pharmaceutical 
manufacturers to adopt a compliance program in 
accordance with the PhRMA Code.4

State laws also often apply conduct restrictions 
directly to sales and other industry representa-
tives. Massachusetts, for example, prohibits certain 
pharmaceutical and medical device manufacturing 
companies from providing entertainment or recre-
ational items to health care practitioners.5 In addi-
tion to required adoption of codes of conduct and 
conduct restrictions, in some instances state laws 
have strict disclosure requirements, similar to the 
federal requirements discussed above, that apply to 
those activities that are not prohibited by the codes 

of conduct or conduct restrictions, if any, applicable 
in those states.

current approacHes
When identifying and evaluating relationships 
between industry and its employed clinicians and 
researchers, an AMC may limit its efforts to two 
processes: (1) a conflict of interest disclosure and 
review procedure and (2) a general requirement that 
employees follow an institutional code of conduct 
governing their behavior. This practice is dependent 
on self-disclosure and self-governance on the part 
of clinicians and researchers. It implicitly relies on 
other external forces, such as the industry codes 
and laws discussed above in this section, to govern 
the industry side of those relationships. Thus, this 
practice places responsibility for the outcome of the 
interaction onto the industry representative.

As the next sections discuss, these policies are 
often designed to respond to other concerns, such as 
protecting tax-exempt status and federal grant fund-
ing, and may be insufficient to provide institutions 
with an effective oversight program.

Institutional Conflict of Interest 
Policies

Conflict of interest policies at AMCs are the front 
lines of most institutions’ processes to identify and 
manage industry relationships. While the proce-
dures may be applied to all employees, typically, 
these policies are directed at two specific groups of 
individuals: researchers and the institution’s direc-
tors and officers. These may be separate policies, or 
combined into a single, overarching policy.

The conflict of interest policies of most AMCs 
that are specifically applicable to scientists and 
researchers were initially developed and imple-
mented to comply with the requirements of the 
Department of Health and Human Services (HHS) 
regulations. These regulations were designed to 
ensure that research funded by the Public Health 
Service (PHS) is not biased by conflicting interests 
of the investigator (“PHS Regulations”).6 Policies 
directed at officers and directors are designed to 
ensure that such individuals fulfill their duties as 
fiduciaries of the institution, and that the institution 
does not engage in “excess benefit transactions” 
under the Internal Revenue Service intermediate 
sanctions rules.

Research-Related Conflict of Interest 
Policies

Under the PHS Regulations, each institution that 
applies for grants or cooperative research agree-
ments from the Public Health Service must (1) 
have a written and enforced policy for identifying 
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and managing conflicts of interest, (2) collect dis-
closures of certain significant financial interests of 
involved researchers, and (3) certify to the funding 
agency (a) that the institution has an administrative 
process to identify and manage conflicts of interest, 
and (b) that the institution will report to the funding 
agency the existence and management (but no other 
details) of any identified conflicts of interest.

A conflict of interest policy that adheres to the 
requirements of the PHS Regulations but provides 
no other rules or guidance may be insufficient for 
the purposes of comprehensive understanding and 
review of industry relationships, due to several limi-
tations in the current regulations:

n The PHS Regulations only address the 
research context. A primary concern to 
AMCs is ensuring that the clinical and basic 
science research that is conducted at or 
under the auspices of the institution is free 
from actual or perceived biases that could 
affect the study’s results or interpretation of 
those results. As discussed earlier, however, 
clinical research is only one of the avenues 
through which industry relationships may 
develop. Clinicians who do no research 
but make health care decisions (including 
prescribing drugs and devices) may be on 
speaker bureaus or take part in consulting 
activities.

n The PHS Regulations apply to federally 
funded research. Although it is common 
practice at AMCs to implement a single pol-
icy that is applicable to all research activi-
ties, regardless of funding source, the HHS 
requirements have limited applicability. 
This gap in addressing industry-sponsored 
research is not filled by FDA regulations on 
financial disclosures, which set forth the 
requirement that research sponsors, not 
institutional employers, collect financial 
interest information from each investiga-
tor.

n The PHS Regulations are limited to finan-
cial interests. As a regulatory scheme, 
defining and addressing financial inter-
ests alone makes good sense. Other con-
flicts, however, may influence clinician or 
researcher behavior, including professional 
goals such as the desire to author publica-
tions, maintain grant funding, gain prestige 
in the scientific community, or be consid-
ered an opinion leader in the field.

n The definition of Significant Financial 
Interest includes certain carve-outs. The 
PHS Regulations provide a floor for finan-
cial interests that should be reported by 
the investigator to the institution. Most 
notably, salary, royalties, or other payments 

from, and equity interests in, companies 
that would appear to affect or be affected 
by the research are not reportable unless 
they exceed $10,000 in value or a 5 per-
cent ownership interest in a single entity. 
Further, royalty payments that come to 
the investigator through the institution 
itself are not Significant Financial Interests. 
In developing policies to address indus-
try relationships and conflicts of interest, 
AMCs may want to develop standards that 
reach beyond the definition in the PHS 
Regulations to identify additional potential 
interests or relationships.

n The requirement for public disclosure of 
industry relationships in publications is 
mandated only if HHS determines that 
a conflicting interest was not appropri-
ately disclosed and managed. Disclosure 
of industry relationships in publications 
of research results is mandated by many 
biomedical journals and associations. AMCs 
should not rely solely on this remedy in the 
PHS Regulations to set standards for publi-
cation disclosures and acknowledgements.

On May 8, 2009, the National Institutes for 
Health issued an advance notice of proposed rule-
making, in which the agency requested comments 
on the existing regulations on conflicts of interest 
and asked specific questions related to the potential 
revision of the regulations.7 These revised regula-
tions, which are expected to be issued in 2010, will 
undoubtedly require the revision of many AMC con-
flict of interest policies.

Director and Officer Conflict of Interest 
Policies

To the extent that employed clinicians and research-
ers also hold positions of authority or influence in 
the administration of the institution, those indi-
viduals may be subject to a more general conflict 
of interest policy designed to assess whether any 
individuals who have a role in institutional decision-
making have financial interests in companies that 
do business with the organization. Often used as a 
blanket process to collect and review potential indi-
vidual conflicts, these policies are not designed to 
address individual relationships with industry. The 
purpose of such policies is twofold: (1) to ensure 
that individuals are fulfilling their fiduciary duties to 
the organization, such as the duty of care, and the 
duty of loyalty, and (2) to prevent “excess benefit 
transactions” under the IRS regulations.

Potentially problematic industry relations may 
not represent violations of fiduciary duties to the 
organization, and may therefore not be adequately 
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captured through a standard disclosure collection 
and review process. Conflict of interest commit-
tees that are convened to assess individual interests 
against institutional purchases and priorities may 
not be the appropriate review bodies to evaluate 
industry relationships with clinicians and research-
ers that may affect those individuals’ professional 
responsibilities or the public perception of the insti-
tution as a whole.

Codes of Conduct
The second common tool AMCs may use to manage 
or control industry relationships with employees is 
a code of conduct, enforced through medical staff 
bylaws or employment requirements. Generally, 
codes of conduct provide high-level guidance on 
appropriate interactions, relevant legal and ethical 
standards that apply to covered individuals, refer-
ences to applicable polices and procedures, and 
descriptions of the organizations governing mission 
and principles. Specific rules, limits, prohibitions, 
and processes are contained in other governing 
documents.

Broad codes of conduct implemented to gov-
ern employee behavior can be helpful in creating 
guidelines for behavior, but are not independently 
sufficient to provide assurance to an AMC that the 
organization has a robust program to identify and 
manage industry relationships of its employees.

consIderatIons For cHange
Codes of conduct and conflict of interest poli-
cies designed to comply with the requirements 
of the PHS conflict of interest regulations or the 
IRS requirements for tax-exempt organizations are 
insufficient to provide AMCs a complete picture of 
or demonstrate the legality or appropriateness of all 
relationships that employed clinicians and research-
ers have with industry. Public and government 
scrutiny does not focus on industry players alone, 
and increased transparency into these relationships 
will demonstrate whether AMCs have implemented 
effective and robust procedures to identify, evaluate, 
and oversee such associations. Under these circum-
stances, it may no longer be sufficient to rely on a 
department chair’s assessment of whether a particu-
lar arrangement may subject the institution to legal 
or reputational risk.

In order for AMCs to respond appropriately to 
the changing environment described in this dis-
cussion, such institutions should take a three-part 
approach to evaluating their own programs:

1. AMCs should ensure that policies regard-
ing relationships between industry and 
employed clinicians and researchers 
address all potential employee/industry 

relationships and all aspects of the relation-
ships—not only those required by federal 
law to be addressed—and incorporate in as 
appropriate the corollary obligations to the 
obligations placed on industry representa-
tives.

2. AMCs must consider the impact of increas-
ing industry disclosures of financial rela-
tionships with health care providers and 
determine whether proactive disclosure 
should be a priority of the institution.

3. AMCs should implement a monitoring pro-
gram that can provide the institution with 
information regarding the accuracy and 
completeness of self-disclosed financial 
interests and industry relationships.

Reviewing and Revising Institutional 
Policies

While the AAMC Task Force recommendations fill 
gaps left by industry standards and similar state 
laws, it is incumbent on an AMC to review its cur-
rent institutional policies against the requirements 
imposed on pharmaceutical, device, and biotech 
companies through laws, industry codes, and gov-
ernment enforcement actions in order (1) to deter-
mine how best to reconcile the differences in the 
various standards and (2) to set a single standard 
against which the AMC will hold its clinicians and 
researchers accountable with respect to permitted 
and prohibited activities. In those circumstances 
where state laws and industry codes are silent, 
AMCs should be certain that the institutional policy 
provides clear guidance or prohibitions to direct 
employee behavior unambiguously.

In addition to ensuring that the AMC is knowl-
edgeable about all aspects of its employee’s relation-
ships with industry, clear guidance or prohibitions 
may provide a benefit for its clinicians and research-
ers, who will not have to rely on individual determi-
nations or industry representatives to make deci-
sions about participating in (1) promotional speaker 
programs, (2) independent medical education pro-
grams, (3) consulting arrangements, or (4) in-office 
visits from sales representatives, for example.

Recently, Partners Healthcare (the system that 
includes Harvard Medical School teaching hospitals 
Massachusetts General Hospital and the Brigham 
and Women’s Hospital) revised its policies regard-
ing relationships between employees and industry. 
In a departure from current common practice and 
control of industry relations that goes beyond legal 
or industry code guidelines, Partners has prohibited 
all of its employees from accepting faculty speaker 
fees from pharmaceutical and biotech companies, 
and has limited the amount of compensation that 
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employees at any level in the organization can 
receive for sitting on the board of directors for one 
of these companies. Given the uncertainty of antici-
pated federal conflict of interest and disclosure 
efforts, each AMC must decide how far beyond the 
current standard industry and academic practices 
the policies should reach, and whether the rules are 
absolute or allow otherwise prohibited activities to 
take place under certain predefined, controlled, and 
reviewed circumstances.

Disclosure
As pharmaceutical and device companies disclose 
payments they make to health care providers, 
AMCs should weigh the advantages and potential 
downsides of routinely and proactively disclosing 
all or certain industry relationships to patients and 
government regulators. The Cleveland Clinic has 
recently added to its physicians’ searchable online 
biographies information about each physician’s 
industry relationships. Posted with biographical 
information for each physician is a statement that 
the Cleveland Clinic “publicly discloses payments 
to its physicians and scientists for speaking and con-
sulting of $5,000 or more per year, and any equity, 
royalties, and fiduciary relationships in companies 
with which they collaborate.”

Financial disclosures may provide a strong state-
ment about an AMC’s commitment to transparency. 
Such programs must, however, be tied closely to 
the internal disclosure policies and must clearly 
indicate (1) how often the disclosure is updated, (2) 
how often covered employees are required to report 
to the institution, (3) whether the institution veri-
fies the amount of compensation, and (4) what types 
of industry relationships are not required to be 
reported. A comprehensive, searchable disclosure 
program should be supported by adequate infra-
structure to ensure accurate reports, and a process 
to respond to situations when industry disclosures 
do not match the AMC’s disclosure.

Monitoring
Finally, with increasing information about pay-
ments to physicians available to the public, insti-
tutions should not rely on faculty members’ self 
report alone to understand and assess the nature 
and extent of the relationships with companies that 
make products studied or prescribed by physicians. 
Whether or not an institution decides to self-report 
industry relationships, the existence of publicly 
available data may cause AMCs to be held to higher 
standards of knowledge about the relationships 
between its employees and companies that make or 
distribute products that are studied or prescribed 
by those employees. Relying solely on self-reported 
disclosures as a means to assess industry relation-

ships when conflicting data may be readily available 
may be deemed insufficient control and oversight of 
these relationships. Therefore, AMCs should consid-
er implementing basic routine monitoring of infor-
mation about employed clinicians and researchers 
on public web sites. The scope and frequency of the 
program can be tailored to the size of the institution 
and may be targeted to certain high prescribers, 
industries, or companies, based on an internal risk 
assessment.

summary and conclusIon
Expanding and strengthening existing policies and 
monitoring disclosed payments from industry will 
not eliminate all public or government scrutiny of 
an AMC’s industry relationships, and should not be 
seen as an avenue or requirement to stifle produc-
tive collaborations or essential scientific exchange. 
Instead, such mechanisms serve to ensure that per-
mitted interactions are undertaken to benefit clini-
cians, scientists, patients, and institutions, and do 
not have the appearance of an activity conducted for 
purely commercial purposes or individual gain.

Notes:
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America, Code on Interactions with Healthcare 
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2. Advanced Medical Technology Association, Code 
of Ethics on Interactions with Health Care 
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3. Association of American Medical Colleges, 
Industry Funding of Medical Education Report 
of an AAMC Task Force (2008), available at 
http://www.aamc.org/newsroom/reporter/july08/
gifts.htm (follow “Industry Funding of Medical 
Education, Report of the AAMC Task Force” 
hyperlink).

4. California Health and Safety Code § 119400-
119402 (2009).

5. 105 Mass. Code Regs. 970.008.1 (2009).

6. 42 C.F.R. Part 50, Subpart F.
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