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New Zealand doctors and the pharmaceutical industry—

time to cut the cord? 

David B Menkes 

As outlined by Wyber and colleagues in this issue of the NZMJ,
1
, New Zealand 

doctors have a complex, at times ambivalent, relationship with drug companies. On 

the one hand, we benefit from a remarkable range of products essential to modern 

healthcare; thanks to the purchasing power and negotiation skills of PHARMAC these 

are available at relatively low cost in comparison to other developed countries. 

Apart from bringing drugs to market, other activities of the industry benefit us and 

public health less clearly. These other activities deserve scrutiny, and range from the 

overtly promotional (product detailing, provision of samples) through sponsored 

education (journal clubs, grand rounds, CME) to other, more ‘collegial’ activities 

(clinical and research support, literature searches) with no obvious link to product 

sales.  

Over the past 20 years, both industry strategies and doctors’ debates about 

engagement have evolved. A changed ‘playing field’ has resulted in part from 

revelations that various companies have manipulated research outcomes, ghost-

written journal articles, and influenced treatment guidelines with the (sometimes 

unwitting) collusion of doctors, including eminent academics.
2,3

 At the same time, 

evidence has accumulated that exposure to promotional information from 

pharmaceutical companies is associated with both increased cost and poorer quality of 

prescribing.
4
 

Advances in the social sciences have helped to explain how even subtle, apparently 

non-promotional contacts still effectively influence medical behaviour,
5
 due in part to 

doctors’ rather optimistic views of themselves as rational prescribers, invulnerable to 

advertising and other persuasion.
6,7

 These same attitudes may also underlie resistance 

to current proposals to exclude drug reps from hospital and other clinical settings; 

nonetheless, a number of teaching hospitals and professional colleges, particularly in 

the USA, have now taken bold steps to do just that, strengthened by a comprehensive 

report from the Institute of Medicine.
8
 

Just as water flows downhill, commercial pressure inevitably finds the path of least 

resistance; the pharmaceutical industry is of course no exception. Facing intense 

competition and challenged by restrictions to their access to hospital doctors, 

companies now also woo nurses, who influence prescribing and other purchasing in 

various ways.
9
 Similarly, companies are keen to foster contacts with medical students; 

as shown in a large American survey, students are commonly exposed to sponsored 

lunches and ‘education’.
10

  

Like their seniors, students generally feel entitled to “freebies” (food and small gifts), 

and see themselves as unlikely to be influenced by biased information. Moreover, a 

recent systematic review found that undergraduate contact appears to promote 
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positive attitudes toward industry and to diminish scepticism about such 

interactions.
11

  

In this context, the current issue’s Perspective by Wyber and colleagues is timely, as 

NZ medical schools and teaching hospitals need to effectively address the issues 

raised by student-industry interaction.. University and district health board conflict of 

interest policies are germane but non-specific, while compliance with Otago’s concise 

2010 guideline (http://micn.otago.ac.nz/wp-

content/uploads/micn/2008/03/Guidelines-Industry-Support-for-Ed-Activities-

2010.pdf) is uncertain and likely to vary across its many teaching sites. In accord with 

an Australian survey,
12

 Wyber et al are right to stress our students’ need for more 

teaching in clinical pharmacology and specifically about drug promotion.
13

  

In view of dubious benefits and clear evidence of harm, it is time to address doctors’ 

and medical students’ exposure to pharmaceutical marketing in the workplace. Codes 

of conduct, including declarations of conflicts and limits on gift value, are 

problematic and liable to abuse; a simple prohibition of sponsored education within 

clinical teaching areas would be easier to implement, monitor, and enforce. Put 

simply, the industry cannot (and should not) be relied upon to provide education for 

doctors and nurses. This will, of course, leave gaps in many CME programmes and 

other teaching sessions across NZ that have come to rely on industry largesse.  

A gradual phase out of commercially sponsored education is both desirable and 

attainable; we are fortunate in this country to have generous CME allowances for 

hospital doctors, a fraction of which could be diverted to support quality in-house 

CME and visiting speakers. Likewise, our own specialist expertise, assisted by drug 

information pharmacists, could be used to assess and disseminate information about 

new products, indications, and warnings. As the Perspective by Wyber et al shows, it 

is vital that senior doctors provide good role models for our students and junior 

colleagues. Local experience shows that phasing out industry presence and ‘free’ food 

at educational meetings can gain broad support without compromising attendance.
14

 

The evidence indicates that pharmaceutical promotion poses avoidable risks to 

evidence-based practice
4,15

 and that commercially sponsored education needs to be 

phased out and replaced with viable alternatives, as above. The question then arises: 

are there other relationships with industry that should be retained or encouraged? 

Research collaboration, if appropriately managed and subject to stringent ethical 

standards, may fall into this category.  

Clinical trials conducted in NZ have the potential to inform and develop practice in 

our unique setting, and with a push from government are set to expand over the next 

decade.
16

 Despite calls to disentangle research from industry,
17

 many drug trials will 

doubtless continue to be commercially funded, and it remains important to clarify 

how to protect results from bias and to ensure useful outcomes for NZ public health.  

Active involvement of our own clinicians and academics in the conception, design, 

execution, and analysis of trials should be encouraged, with due attention to the 

distortions that may beset commercially sponsored work.
3,18

 For doctors involved in 

such research, disclosure of competing interests remains a vital, if imperfect, tool to 

promote transparency and minimise bias.
19
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