
 1 

[issue] 14(4) 

[category] Original Research 

[title] Health Professionals “Make Their Choice”: Pharmaceutical Industry Leaders’ 

Understandings of Conflict of Interest 

[subtitle]  

[author(s)] Quinn Grundy; Lisa Tierney; Christopher Mayes; Wendy Lipworth 

 

[author details] 

Q. Grundy [corresponding author] 

Faculty of Pharmacy, Charles Perkins Centre, The University of Sydney 

D17, Level 6, The Hub, Charles Perkins Centre 

The University of Sydney, NSW, 2006, AUSTRALIA 

e-mail: quinn.grundy@sydney.edu.au  

 

L. Tierney 

Sydney Health Ethics, School of Public Health, The University of Sydney, AUSTRALIA 

e-mail: lisatierney@bigpond.com  

  

C. Mayes 

Sydney Health Ethics, School of Public Health, The University of Sydney, AUSTRALIA 

e-mail: christopher.mayes@sydney.edu.au 

 

W. Lipworth 

Sydney Health Ethics, School of Public Health, The University of Sydney, AUSTRALIA 

e-mail: wendy.lipworth@sydney.edu.au  

 

Abstract Conflicts of interest, stemming from relationships between health professionals and the 

pharmaceutical industry, remain a highly divisive and inflammatory issue in healthcare. Given 

that most jurisdictions rely on industry to self-regulate with respect to its interactions with health 

professionals, it is surprising that little research has explored industry leaders’ understandings of 

conflicts of interest. Drawing from in-depth interviews with ten pharmaceutical industry leaders 
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based in Australia, we explore the normalized and structural management of conflicts of interest 

within pharmaceutical companies. We contrast this with participants’ unanimous belief that the 

antidote to conflicts of interest with health professionals were “informed consumers.” It is, thus, 

unlikely that a self-regulatory approach will be successful in ensuring ethical interactions with 

health professionals. However, the pharmaceutical industry’s routine and  accepted practices for 

disclosing and managing employees’ conflicts of interest could, paradoxically, serve as an 

excellent model for healthcare. 

 

Keywords Conflict of interest; Pharmaceutical industry; Disclosure; Professionalism; 

Neoliberalism 

 

Introduction 

Conflicts of interest, stemming from interactions between health professionals and the 

pharmaceutical industry, remain a highly inflammatory and divisive issue in healthcare. A series 

of articles recently published in the New England Journal of Medicine characterized critics of 

conflicts of interest in medicine as “pharmascolds,” biased by “disgust-driven spin,” arguing that 

they achieved nothing other than deterring health professionals from engaging in mutually 

beneficial interactions with industry; unfairly tainting health professionals’ reputations and, 

paradoxically, undermining public trust in science and medicine (Rosenbaum 2015a, 2015b, 

2015c). Thought leaders responded, suggesting that this position was naïve to the realities of the 

commercial world and that such inflammatory attacks on conflict of interest policy could set 

back efforts to manage conflicts of interest by several decades (Steinbrook, Kassirer, and Angell 

2015).  

Despite the claims made in the New England Journal of Medicine, the reality is that the 

“pharmascolds” have not yet convinced health professionals of the dangers of industry 

interactions. Despite several decades of concern (Relman 1984; Lexchin 1993; Rodwin 1993; 

Thompson 1993; DeAngelis 2000), the management of conflict of interest in medicine is far 

from institutionalized and policies are implemented inconsistently. For example, the American 

Medical Students Association (AMSA) rated only 67 per cent of United States medical schools’ 

conflict of interest policies as “good or solid” and above (AMSA 2014). Members of clinical 

guideline committees frequently have conflicts of interest, but these are infrequently disclosed or 
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managed: In a study of 95 national and international medical organizations that produce clinical 

guidelines, researchers found that 63 per cent of organizations accepted funding from biomedical 

companies, but fewer than 1 per cent of the published guidelines disclosed this (Campsall et al. 

2016). Even in biomedical research and publication, where disclosures of conflicts of interest are 

now routine, there are frequent inconsistencies and omissions in the information provided and 

about one third of researchers have conflicts of interest that could introduce bias (Dunn et al. 

2016). 

There are many ways of managing conflicts of interest, including proscribing or limiting 

problematic interactions or activities, making conflicts of interest visible so that they can be 

managed, educating medical professionals about how to recognize and manage their own 

conflicts of interest, or relying on industry to self-regulate. Of these, disclosure is by far the most 

popular approach. However, while countries around the world are adopting regulation to bring 

greater transparency to financial relationships between health-related industries and health 

professionals (Pew Prescription Project 2009; McDermott Will & Emery 2014), in most 

jurisdictions, such as Australia, the European Union, Canada, and Japan, it is primarily left to 

industry to regulate itself with respect to its interactions with health professionals. Even in the 

United States, legislation only mandates disclosure and does not prohibit any type of 

relationship; beyond transparency, the regulation of interactions with health professionals is left 

to a voluntary industry code of conduct (PhRMA 2009).  

However, we know almost nothing about the views of those who work for pharmaceutical 

companies with respect to conflicts of interest and their management. In Yemen, medical 

representatives reported general concern about patient well-being and believed there was a need 

to “sanitize” current marketing practice (Al-Areefi, Hassali, and Ibrahim 2012) but described a 

large range of “unethical” persuasive techniques used “in exchange for the doctors’ 

prescriptions” (Al-Hamdi, Hassali, and Ibrahim 2012). Turkish sales representatives, in 

describing their ethical dilemmas, were concerned about, among other things, “the necessity of 

bargaining with physicians over the use of their firm’s drugs by offering gifts and sponsorships” 

(Tengilimoglu, Kisa, and Ekiyor 2005). While these studies are useful, they were written 

primarily for business purposes, and their generalizability to settings with stronger 

pharmaceutical and medical regulatory systems is limited. All studies also focused exclusively 
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on pharmaceutical promotion and the views of sales representatives—people who have limited 

policymaking power within the pharmaceutical industry.  

This lack of pharmaceutical industry perspectives on conflicts of interest is a significant lacuna. 

Employees of industry are expected to self-regulate and/or adhere to externally imposed rules 

regarding interactions with health professionals. Unless we know how they think about these 

interactions, we will have little understanding of why they develop the policies they do and the 

nature of regulatory compliance.  

With this gap in mind, we conducted ten interviews with employees in managerial and leadership 

positions within the pharmaceutical industry based in Sydney, Australia, where the Australian 

subsidiaries of multinational pharmaceutical companies are largely headquartered. Our aim in 

doing so was to develop a deeper understanding of how those responsible for developing and 

implementing policy in the pharmaceutical industry conceptualize conflict of interest in general 

and interactions with health professionals in particular.  

 

Methods 

We conducted in-depth, semi-structured interviews, and used an interpretive approach to data 

analysis (Chan et al. 2010) to explore pharmaceutical company employees’ understandings of 

conflict of interest and management practices. Our approach was inductive in order to capture 

the meanings that participants attributed to the phenomenon of study and to better understand the 

context in which they occurred. 

 

Sampling and Recruitment 

In 2015, we conducted in-depth, semi-structured interviews with ten participants. All of the 

interviewees were past or current employees of pharmaceutical companies based in, or with 

offices in, Sydney, Australia. In Australia, almost all pharmaceutical companies are local 

subsidiaries of multinational companies. Our participants represented most of the major 

companies that manufacture and market on-patent prescription medicines that have an Australian 

presence, as well as one manufacturer of generic medicines.  

Participants were recruited through the research team’s professional networks and then through 

referrals through participants’ professional networks (snowball sampling). We aimed to 

maximize participant diversity in terms of the type of company (e.g. innovative vs. generic), 
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professional background (e.g. medicine, pharmacy, or commerce), role in company (e.g. medical 

affairs, commercial, human resources), and years of experience in industry. LT identified and 

initially approached participants either by email or telephone to ascertain their interest in 

participating. Twelve people in total were contacted and two refused, citing current workload.  

 

Data Collection 

The interviews were conducted by LT who has a background in the pharmaceutical industry in a 

commercial role. The interviews lasted approximately one hour, either face-to-face or by 

telephone. All participants provided written consent to participate in the study and any questions 

were answered before interviews commenced. For two participants, interviews were conducted 

in multiple parts in order to accommodate their schedule. 

The interviews were semi-structured—i.e. we posed specific questions to participants while also 

allowing participants to define and discuss conflict of interest as they wished. LT first asked 

participants to give examples of conflicts of interest (however defined) that they or someone they 

knew had experienced, in any context. They were encouraged to provide rich narratives, defined 

as concrete stories about their direct experiences. Then, participants were prompted to reflect on 

whether they believed the situation had been managed well or whether they would have done 

anything differently. Participants were then asked to reflect on the pharmaceutical industry’s 

interactions with health professionals and to provide examples to illustrate their perspectives. 

Finally, participants were asked to provide a definition of conflict of interest. 

All interviews were audio recorded and transcribed verbatim by a professional transcriber. 

Transcripts were de-identified by removing participants’ names, company names, and named 

references to colleagues. Participants are identified by pseudonyms throughout. 

 

Data Analysis and Interpretation 

Transcripts were imported into NVivo10 (QSR International Pty Ltd. 2012). All authors read the 

transcripts and independently wrote a summary of key topics and themes that emerged 

(inductively) from the data (Benner 1996). Through discussion, we generated a set of descriptive 

codes such as “understandings of conflict of interest” and “interactions with healthcare 

professionals,” which QG used to label portions of text to enable easy identification for more in-

depth analysis (Table 1) (Benner, Tanner, and Chesla 2009). Then, for each of these codes, we 
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described what was “going on” within the labelled text and the range of experiences related to 

each code (Benner 1996).  

We used three analytic and qualitative writing strategies to explore the data in a way that would 

be evocative and illustrative of core concerns that were shared by participants, while remaining 

grounded in the data and particulars of each individual’s context. First, we identified concrete 

stories within each interview (i.e. participants’ accounts of events that they had experienced). For 

each story, we analysed the event’s background, how it unfolded, the concerns expressed, the 

outcomes, and the participant’s as well as the researchers’ reflections. Second, we conducted 

thematic analysis by noting meaningful patterns, stances, or concerns that were expressed across 

interviews (Benner 1994). Lastly, we identified two participants, Shaun and Peter, who stood out 

in particular as having strong and sometimes opposing perspectives on conflict of interest. These 

two cases were re-examined in detail in light of the themes we had previously identified, and we 

used the paradigm cases, together with corroborating and conflicting data from the other 

participants, to further develop the themes (Table 1). 

 

Ethics Approval 

The study was approved by the University of Sydney Human Research Ethics Committee 

(Protocol #2014/618). 

 

Findings 

All of the participants currently or had previously worked in a leadership capacity within their 

companies, at the director level or above, and thus had insight into the development, 

implementation, and enforcement of company policy; three participants were currently or had 

previously been involved in industry-wide policymaking in terms of self-regulation and industry 

standards. Participant characteristics are summarized in Table 1. 

 

Table 1 Participant characteristics 

Characteristic N (%) 
Gender 

Female 
Male 

 
2 (20%) 
8 (80%) 

Years in industry 
10+ 

 
5 (50%) 
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20+ 
30+ 

4 (40%) 
1 (10%) 

Area of focus 
Commercial 
Medical 
Commercial and medical 

 
6 (60%) 
3 (30%) 
1 (10%) 

Sector experience 
Innovator only 
Innovator and generic 

 
5 (50%) 
5 (50%) 

Position held 
Company director 

Managing  
Medical affairs 
Sales and marketing  
Research 
Human resources  

Trade association 

 
9 (90%) 
3 (30%) 
3 (30%) 
1 (10%) 
1 (10%) 
1 (10%) 
1 (10%) 

Licensed health professional 
No 
Yes 

 
6 (60%) 
4 (40%) 

 

Participants described working within organizational cultures where disclosure was normalized 

and the need for structural management of conflicts by organizational leaders was taken-for-

granted. However, when it came to their interactions with health professionals, there was a 

strong belief either that conflicts of interest did not exist or that an “informed consumer” was a 

sufficient antidote to any conflicts of interest that might arise. As such, there was the view that 

there was no need to follow the more stringent principles of disclosure and management that they 

enacted so decisively in the corporate context.  

Shaun and Peter, who had both worked in the pharmaceutical industry for over twenty years, 

represented either side of a spectrum along which the views of other participants fell. Like most 

participants, they first came to the pharmaceutical industry because they saw the opportunity to 

apply a scientific or healthcare background to real-world problem solving, with the opportunity 

to impact health outcomes. Shaun understood the workings of pharmaceutical marketing 

intimately, having worked his way up from his first job as a sales representative to Managing 

Director within the same company. He especially enjoyed his leadership role as it allowed him to 

direct the “culture of the company” and he explained, “to be involved in solutions … and to 

contribute significantly to health outcomes.” Peter had originally trained as a pharmacist but 

once he entered practice, found “it was more business than profession, and my interests were 

always more professional rather than business.” He pursued a PhD and became heavily involved 
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with clinical pharmacology in the hospital setting before joining the regulatory affairs 

department of a “pretty ethical and a science-based company.” Peter now serves as the medical 

director at another company.  

When first asked, “What, if any conflicts of interest have you observed or experienced during 

your time with the pharmaceutical industry?” both Shaun and Peter interpreted the question as 

referring to conflicts between their roles as industry employees and their commitments to 

patients and public health. However, Shaun and Peter had divergent perspectives when it came to 

how prevalent or serious they thought such conflicts were. Shaun explained, “I don’t particularly 

see much conflict of interest for myself or for colleagues … I never feel any conflict of interest, I 

have to say.” Shaun argued that a pharmaceutical company could only survive through delivering 

safe, beneficial medicines, thus, the business model was aligned with patient interests. On the 

other side, Peter characterized conflicts of interest as inherent to his role as a health professional 

working in industry, explaining, “I think there’s always a general conflict of interest for any 

health professional that’s working in a commercial environment.”  

However, they considered these issues carefully and articulately, as they both characterized the 

pharmaceutical industry as “inherently risky” due to the risk of an adverse medication event and 

the fact that clinicians select medications on patients’ behalves. In the following sections, we 

explore in more detail Shaun and Peter’s views of conflicts of interest and how they should be 

managed in relation to: conflicts for company employees, tensions between commercial and 

health-related aims, and the industry’s interactions with health professionals. Table 2 provides 

illustrative quotations from other participants as supporting evidence for these paradigm cases. 

 

Table 2 Thematic analysis and illustrative quotations 

Interpretive 
categories and 

codes 

Major themes: 
Understanding 

conflicts of 
interest 

Sub themes: 
Managing 
conflicts of 

interest 

Illustrative quotations 

Understanding 
conflict of interest 
• Definitions of 

conflict of 
interest 

• Relational 
conflicts of 
interest 

Conflicts of 
interest for 
company 
employees 
 
 

 “We do terminate people for things that could cause 
us reputational damage. It’s that simple. It’s too 
serious what we deal with.” 
 
“Suddenly there’s another dynamic involved and 
they may make decision . . . if they have to do 
performance appraisal, to what extent is the 
performance appraisal now subjective rather than 
objective? If the performance appraisal is linked to 
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• Conflicts of 
commitment 

• Frames of 
reference 

 
 
 
 
Moral status of 
conflict of interest 
• Reputation 

and trust 
• Power and 

fairness 
• Harms 
 
 
 
 
Managing conflict 
of interest 
• Transparency 

and disclosure 
• Principles 
• Policy 
• Organizational 

approaches 
 
 
 
 
 
Interactions with 
health 
professionals 
• Medical 

education 
 
 
 
 
 

a bonus, to what extent is the bonus valid or 
invalid? It raises all kinds of issues, and it’s toxic.” 

Reorganizing 
the 
environment 
 

“We moved the person involuntarily, didn’t want to 
be moved, thought he could handle [the conflict], 
we disagreed and we moved the person 
involuntarily and they subsequently left the 
company.”  
 
“I always make sure that I’m not the only one that’s 
making decision, and even now if there are any 
concerns about the product quality and there needs 
to be a review, or a recall, I make sure that it’s not 
my decision. Because obviously I would have a 
huge conflict right, with the sales results and 
targets.” 

Conflict as 
“tensions” 
between 
commercial and 
health goals 
 

 “Every treatment will likely have an adverse event, 
and how do make sure that that is clear. . . I don’t 
really perceive a conflict of interest rather than just 
a simple responsibility.” 
 
“We obviously sponsor doctors to meetings at 
times, but again there’s never been anything I’ve 
been involved with where there has been any 
pressure on the doctor to change their prescribing as 
a consequence of attending meetings.  It’s always 
been on the basis that they are there to learn.” 

Sharing the 
burden of 
risk 
management 
 

“I think we’re the most tightly regulated industry in 
Australia, and we understand that and we accept 
that.  And so I’m thinking for example of clinical 
trials . . . And I think all of that is so clearly and 
effectively disclosed and spelt out and regulated, 
and I think pretty well understood that I think it 
works.”  
 
“Doctors also have an ethical responsibility here, 
which seems to be ignored along the way. But the 
doctors, if they’re accepting things that are 
inappropriate, or going to functions that are 
inappropriate, then they’re doing that knowingly as 
well. So there isn’t one side to this.” 

Conflict in 
interactions 
with health 
professionals 

 “It’s like Christmas morning, you have GPs 
[General Practitioners] there with bags full of stuff 
that they carry, everything that they can find . . . 
some of the behaviors in groups of some [health 
professionals] that just love the lavish, if you take 
me to Paris I’m going to prescribe your products. 
And some of them are quite open about that.” 
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Interactions with 
health 
professionals 
• Medical 

education 
• Interactions 

with 
regulators 

 
 
 
 
Characterizing the 
pharmaceutical 
industry 

Creating an 
informed 
consumer 

“The conflict of interest exists when you have any 
clinician asking for advice on which product is the 
most appropriate to utilize in their patient. . . the 
way that I would approach that and have always 
done is, try and give them the most information 
about the products, the pros and the cons.”  

 

“What Is Right For the Business”: Conflicts of Interest for Company Employees 

With respect to his role as a company employee, Shaun, like most participants, readily offered a 

clear and consistent definition of conflict of interest. He defined a conflict of interest as a 

situation “where I’m conflicted between what is right for the business versus what is right for me 

personally.” He gave an example of a situation where a supplier that provided his company with 

promotional items proposed that individual product managers and product teams would receive 

10 per cent of the account as a personal bonus. Shaun explained that this was “totally 

unacceptable … there can’t be any personal gain from a decision that’s made by an individual on 

behalf of the company.” For company employees, it was imperative that personal interests did 

not dominate decision making but were secondary to the primary responsibility an employee had 

to the best interests of the company. 

Shaun was highly conscious of the possible harms of conflicts of interest in relation to his own 

role as a senior company employee with leadership responsibilities. Understanding the 

importance of both actual and perceived conflicts, he requested that his financial director review 

all of his expense accounts at the end of the month, even though this was not a typical company 

practice. He explained, “For me in our company, if there was a conflict of interest, I think what 

would be damaged most would be the credibility for me as a leader and ultimately damage my 

career.” He also acknowledged that conflicts of interest leading to enormous personal gain for 

employees had the potential to significantly damage a company financially as well. In fact, 

participants were unanimous in understanding that conflicts of interest created influence or “a 

level of bias”—or the perception of such—that was understood to “change behaviour” or 



 11 

decision-making and thereby negatively impact the individual’s primary responsibility to their 

company.   

While most participants focused only on the harms to their companies of business conflicts of 

interest, Peter went further. Wearing his pharmacist’s hat, he was one of the few to consider the 

public impact of business conflicts of interest, which he summarized succinctly as, “suboptimal 

efficacy, inappropriate exposure to toxicity, and then inappropriate exposure to cost.” Whether 

focused on harms to one’s company or public harms, however, for pharmaceutical company 

employees, the need for disclosure and decisive management of conflicts of interest was 

uncontroversial. 

 

Reorganising the Environment 

Consistent with their familiarity with “business” conflicts of interest, all of the participants 

described in detail processes within their companies to manage these situations. Participants 

overwhelmingly pointed to a general culture of transparency as essential for managing conflicts 

of interest. Peter took great pride in the fact that his employees would come to him when they 

were worried that they might have conflicts of interest and that he could manage these in a non-

disciplinary way: 

I didn’t ever want people to not bring things to me because they were frightened of 

what I’d say. I always tried to give people rationale and reason and explain and let 

them understand and almost agree that you know, yes that is the right decision, rather 

than being a policeman.  

However, disclosure was seen to be necessary but not sufficient and existed primarily to 

facilitate action and the safeguarding of decision-making. Shaun explained that managing 

conflicts of interest required two stages: first, identifying the existence of a conflict and second, 

determining whether decision-making is appropriate and, if necessary, eliminating the conflict. 

He explained that a conflict could exist but that a decision might still be appropriate (e.g. 

employing one’s husband when he is the best person for the job). However, even in cases where 

decision-making is sound, management of the conflict might still be required (e.g. ensuring 

separate reporting lines after hiring one’s husband). 

With respect to the kinds of action that might be taken, participants frequently emphasized the 

need for strong and decisive management strategies, which almost always involved some kind of 
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structural reorganization within the company. The reorganization of roles and reporting lines was 

to ensure that decision-making remained fair and also that there was no perception of 

favouritism. When an individual disclosed a new intimate relationship, for example, management 

would restructure the individual’s sales territories, reporting lines or even require that one partner 

leave the company. Where re-organization was not deemed necessary, participants described 

how organizational structure allowed them to navigate conflicts by, for example, allowing people 

to recuse themselves from particular processes or defer to others.  

 

“That Commercial Model Doesn’t Work”: Conflict Between Commercial and Health Goals 

When reflecting on whether there were conflicts between duty to the company and to patients, 

Shaun and Peter had opposing perspectives. Peter, as a health professional, understood that 

despite working in the commercial sector, his primary responsibility was as a patient advocate. 

His view, which was unusual among the participants, characterized conflicts of interest as 

inherent to his role as a health professional working in industry: “Because in the commercial 

environment you’ve always got financial responsibilities as the most important measure and 

outcome of performance. Whereas a health professional is really there to be the patient’s 

advocate.” Peter thus believed that commercial goals could be in conflict with the patient’s best 

interest. The “best” companies were those that could resolve this tension, which Peter saw as 

creating “the most favourable risk-benefit ratio for the patient” and being transparent about this 

trade-off. 

Shaun, whose view was common among our participants, did not identify any particular potential 

or actual conflicts of interest within his personal experience. One of Shaun’s inspirations was the 

famous quotation by E. Merck, which Shaun paraphrased by saying, “If you follow the patients, 

the profits come.” For Shaun, a conflict between the commercial and health-related goals in the 

pharmaceutical industry was almost a logical fallacy, as compromising health goals, necessarily 

also compromised commercial ones: 

I don’t see any examples where a company has either knowingly or unknowingly 

done the wrong thing and benefited from it financially … I can see many examples, 

and been involved in some, where the company has chosen the wrong path, even if 

it’s well intentioned, but because it’s the wrong path it is not of benefit financially. 
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Shaun emphasized the alignment between commercial and health priorities, drawing on 

principles of supply and demand and noting that products were endorsed by both regulators and 

payers. He summed up this view, explaining that:  

I don’t ever feel any conflict, because if I look at the way our business works, and I 

think for most companies, you look at the unmet medical need … So I mean I think 

that the whole medical model and the commercial model flows with the medical 

need.   

When asked whether conflict of interest might be a systemic problem within the industry, Shaun 

stated, the “whole premise that everyone can be compromised to me is so ludicrous.” Shaun 

resented the demonization of the pharmaceutical industry, given their role in developing new, 

important medicines, and characterized this view as bordering on a conspiracy theory: 

Let me just take your theory that the company knowingly did the wrong thing and 

tried to cause harm to patients. What that would firstly mean is that globally we can 

get 30,000 employees who are committed to being evil … and assume everyone else 

is quite happy for what we do to harm their mothers, their brothers, their aunts, and 

uncles … I mean our objective is always to make sure the physician and the patient 

has a good experience … So to me the whole premise that the conflict of interest 

always easily falls on the side of commercial interest, is ludicrous because that 

commercial model doesn’t work.   

Further, Shaun, and most of the other participants, emphasized how regulated the pharmaceutical 

industry was in comparison with other commercial sectors and the industry’s focus on 

compliance. Many drew a distinction between industry now and industry in the past in terms of 

questionable marketing activities (arguing that the industry has now “cleaned itself up” 

considerably), and they made distinctions between companies that were more or less compliant 

and morally-oriented (e.g. generics companies, established companies, and family-owned 

companies were seen to be more ethical than others). Like Shaun, they felt that policymakers, the 

public, and health professionals insufficiently recognized these distinctions and failed to credit 

the role of the pharmaceutical industry in the healthcare system. A number felt that at least in 

part, this was because the pharmaceutical industry has not done a good enough job of publicizing 

this role.  
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One point of agreement between Shaun and Peter was that both acknowledged that any 

medication posed the risk of an adverse event, and that the need to deal with this reality could 

create “tensions”—even if not outright conflicts of interest—for industry. Shaun acknowledged 

that any “conflict” that might exist in the pharmaceutical industry is “always based around the 

fact that no medicine is absolutely safe for every patient.” Peter described a conflict of interest as 

playing out when someone was seen to be: 

Promot[ing] a medicine that’s not really consistent with the evidence that’s being 

presented, or if they’re presenting the evidence that puts more weight on benefit and 

less weight on risk, or doesn’t disclose all the limitations of the study, or draws a 

graph that doesn’t have error bars.  

Thus, when conflict arose between commercial and health-related aims, it was a matter of 

information and the ability to determine the weight of the risks versus the benefits. 

 

Sharing the Burden of Risk Management 

Importantly, however, neither Shaun nor Peter believed that the industry would ever knowingly 

let these kinds of tensions lead to patient harm. In some cases, they offered, this was because 

industry readily withdraws unsafe products from the market—even in instances where this was 

not absolutely indicated. Shaun provided as an example a decision by MSD, a competitor 

company, to withdraw the medication Vioxx from the market, which he described as “actually a 

very good product, it was the higher dose used in certain patients [that was problematic].” For 

the most part, however, the focus was on communicating risks to doctors and patients so that the 

right medicine could benefit the right patient.  

The primary dilemma for Peter was how to present this kind of information in a manner that was 

balanced and that avoided “misleading [patients] through their agents, their medical agents.” He 

noted that: 

If you allow data to be presented that’s not balanced, it’s not well designed, it’s being 

used to make conclusions that aren’t supported by the actual results, that’s when … 

you are starting to put the medicine before the patient. 

Similarly, reflecting on the chaos that followed the withdrawal of Vioxx industry-wide, Shaun 

explained, “The dilemma faced is how do you provide the information to a healthcare 
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professional that is balanced, useful, and in a way that is going to help them give comfort and 

advice to their patients.” 

The focus for both Shaun and Peter was, therefore, on communicating a risk-benefit calculation 

to doctors and patients in order to achieve the ideal of the informed consumer. In this regard, it is 

noteworthy that all participants saw health professionals as highly informed and sophisticated 

consumers of information about products—a finding that will be discussed in more detail below.  

In addition to emphasizing the importance of being open about the risks of their products, both 

Shaun and Peter placed the responsibility for the risk inherent to pharmaceuticals on society and, 

particularly, on regulatory agencies. Shaun explained that the parameters of an acceptable risk-

benefit trade-off were set by society’s values and the regulatory structures they put in place; the 

pharmaceutical industry had to work within these constraints. He gave an example of this risk 

calculus:  

We have a stroke prevention agent where when it’s used in a population of 

appropriate patients, it will absolutely reduce the incidence of stroke significantly. 

But the cost of that is that probably one patient in the 100 will have an adverse event 

… And you have to be able to say, well, all the checks and balances in society say, 

“Yes, that one outcome is worth it for the 99 that don’t have a stroke.”   

Thus, in their view, it was up to society to set the parameters for acceptable risk and the 

pharmaceutical industry, as an expert in medicines, to communicate this risk.  

 

“They Make Their Choice”: Interactions With Health Professionals 

Participants were given the opportunity to reflect on their capacity to influence practicing health 

professionals (henceforth clinicians), as well as the possibility that their interactions could create 

conflicts of interest for the clinicians themselves. Largely, participants doubted the extent or 

importance of these supposed conflicts, due to the belief that clinicians were savvy consumers of 

health information. Shaun, for example, did not think that it was plausible that gifts or payments 

would exert the kind of influence that could lead to inappropriate decision-making: 

I can’t imagine [physicians] saying, well because you’ve flown me to the Gold Coast 

for a meeting—and remember these are generally pretty well-off people—because of 

that I’m going to support the inferior product for my patients … you can fly them to 

a meeting, you can provide education, information, hospitality, at the end of the day 
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you have no idea what they do. I mean they go back and they make their choice for 

their patients based entirely on what they think is best.   

Shaun also thought it was possible for clinicians to manage their conflicts of interest by 

balancing them. He recalled positively a professor who regularly received payments from 

pharmaceutical companies for speaking engagements explaining the professor’s rationale as, 

“The best management of conflict of interest is if I’m involved with all companies, if I’m only 

involved with one then that makes it a problem.” Shaun, agreed, “You need to be involved with 

all or most or none, and that I thought is a pretty fair comment, really.” 

Participants believed it possible to protect against conflicts of interest by giving clinicians as 

much information as possible about the pros and cons of each medicine and providing this 

information in an “independent” manner. Shaun had formerly worked in the respiratory field and 

interacted heavily with advanced clinical trainees. He told the following story to illustrate his 

company’s efforts to present unbiased information:  

One of the advanced trainees asked if our company would sponsor a four times a 

year evening meeting with the advanced trainees … And what I was told [by my 

manager] was, well you can support it but the development of the topics has to be 

completely independent of the company … And it was very independent.  

Many participants believed that clinicians had an ethical obligation to receive information from 

industry because it was the only way for them to keep up-to-date. In this regard, Shaun said, “I 

wouldn’t let anyone in my family see a doctor that doesn’t interact with industry.” There was one 

particular interaction he recalled with an elderly general practitioner who as a rule did not see 

industry representatives. For some reason, Shaun got to see him “by accident” and they started 

talking about the doctor’s practice. Shaun ended up “in a state of shock” because this doctor’s 

practice “was so far antiquated, it was ridiculous.” “Every guideline, every bone in my body,” 

Shaun remembered, “was just saying this doctor should not be practicing.” Companies were, 

similarly, seen to have an obligation to provide information to clinicians. These roles were often 

framed as a “vitally important” responsibility held by industry, given that nobody else “knows 

medicines” the way companies do. 

The majority of participants also saw no problem with providing clinicians with gifts, 

sponsorship, or other exchanges of value, both because these practices were always conducted in 

a manner consistent with guidelines and did not create “any pressure” on clinicians to change 
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their prescribing practices and because clinicians were able to accept gifts or payments without 

being influenced.  

Rather than being harmful, payments or other exchanges of value were seen as simply a 

necessary and appropriate part of interactions with clinicians—and also as something that 

clinicians expected and sometimes demanded. Exchanges of value were also seen to be 

commensurate with other societal norms, and Shaun thought it was unfair that the 

pharmaceutical industry was held to different standards: 

If you look at even interactions between companies and politicians or between the 

finance sector and accountants etcetera, there’s always hospitality and commercial 

arrangements, which are deemed to be fine. Then big pharma, any relationship that 

we have between ourselves and a physician or a healthcare professional, are deemed 

to be evil.  

A minority of participants, including Peter, criticized clinicians’ receipt of gifts from the 

pharmaceutical industry. They believed that conflicts of interest could be created for clinicians 

by the provision of gifts or other exchanges of value. However, participants described these 

relationships as a “two-way street” and resented that the pharmaceutical industry was held 

responsible for clinicians’ behaviours, which often seemed exploitive of the pharmaceutical 

industry’s hospitality. Peter said, “I mean look to be quite truthful, I’ve had more problems with 

convincing some of the health professionals that they’re conflicted in what they want to do, than 

people that have been working in the industry,” giving the example of asking for 

disproportionate reimbursements or wanting to bring their spouses to meetings “when it’s totally 

inappropriate.”  

 

Creating Informed Consumers 

In general, participants did not believe it was the pharmaceutical industry’s responsibility to 

manage conflicts of interest arising from interactions between industry and clinicians. Even those 

who perceived a “tension” between the professional responsibility in healthcare and commercial 

mandates did not think it was up to the pharmaceutical industry to manage this. As Shaun 

argued: 
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It worries me sometimes that we are getting to a society at the moment where we 

believe we need to manage everything for everyone else … It shouldn’t be up to 

everyone to protect them from a conflict of interest. 

Rather, they believed that transparency, allowing for informed consumer choice, was the answer 

to relieving this tension. These participants spoke positively of new transparency regulations, 

which would require pharmaceutical companies to report individual payments to health 

professionals. Participants’ rationale for supporting this regulation was that of the informed 

consumer, explaining that it will be up to consumers whether to accept clinicians’ receipt of “a 

$50 meal here and a weekend here.” Informed choice was seen as a right in some respects.  

But transparency in this sense was also viewed as a risk if consumers were unable to interpret the 

significance of clinicians’ interactions with industry and lost trust in both doctors and industry as 

a result. Shaun expressed this “risk” of informed choice, “I just hope it doesn’t kill the 

relationship, which is actually for the benefit of patients really,” and pointed to managing “the 

understanding of [transparency reports]” as a major challenge for the industry as “no one knows 

how this information is going to be used.” 

 

Discussion 

Industry employees clearly understood conflicts of interest within the context of their roles as 

employees of companies and described management of conflict of interest as a routine and 

accepted process within their companies. This did not, however, extend to pharmaceutical 

industry employees’ relationships with health professionals, which they did not identify as 

posing a conflict of interest. Within participants’ companies, disclosure was described as part of 

the culture and was largely spontaneous and voluntary. The emphasis on disclosure, however, 

implicitly carried the assumption that disclosure would allow for the management of conflicts of 

interest, which frequently involved structural reorganization of roles and responsibilities or 

removal of the conflict such as by recusal. Importantly, management of a conflict of interest was 

not left to the individual but was determined by leadership and enforced by the company 

hierarchy. These measures were neither controversial nor viewed as punitive—instead, they were 

seen as part of sound, ethical business practice and essential for protecting the interests and 

reputation of the company, the well-being of employees and in certain cases, even consumers. 
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With a few exceptions (the most obvious being Peter), participants seemed unwilling or unable 

to see that similar susceptibilities might arise in the pursuit of profit, with almost all participants 

denying that there were any tensions between commercial goals and a commitment to public 

health. In this regard, it is noteworthy that participants were silent in regards to recent large 

settlements over illegal marketing practices such as the $3 billion settlement paid by 

GlaxoSmithKline to the United States government in 2012 for healthcare fraud allegations and 

failure to report safety data, which was the largest in United States history, to date. The few that 

acknowledged problems with marketing-related activities attributed this to “bad apple” 

companies or characterized this as a thing of the past. To the extent that they were willing to 

admit that commercial imperatives might conflict with public health, or that clinicians might be 

adversely influenced, they uniformly prescribed transparency as a means to create “informed 

consumers,” omitting the structural management of conflicts of interest that was largely taken-

for-granted within the world of business. 

To us, this represents a clear “double standard.” Where conflicts of interest could result in biased 

decision-making affecting public health, a highly individualist, laissez-faire approach was 

advocated. In stark contrast, where conflicts of interest could result in biased decisions affecting 

the company, these conflicts were eliminated wherever possible. While most participants 

strongly denied that practicing clinicians would be susceptible to influence by the receipt of gifts, 

payments, or information from the pharmaceutical industry, they had no difficulty understanding 

and supporting the logic of gift restrictions within their own roles. They justified the practice of 

gift-giving by portraying clinicians as savvy and informed consumers immune from influence or 

by emphasizing that clinicians frequently expected or demanded gifts—thus eschewing any 

responsibility for conflicts of interest arising from clinician-industry interactions.  

This double standard may arise from a form of “self-serving bias,” whereby individuals’ 

judgements are biased in their self-interest in ways that are unintentional and unconscious (Dana 

and Loewenstein 2003). For example, it has been repeatedly demonstrated that clinicians across 

many disciplines do not perceive themselves as susceptible to bias arising from conflicts of 

interest, though they concede that their colleagues might be compromised (Campbell et al. 2010; 

Crigger et al. 2009; Jutel and Menkes 2009; Korenstein, Keyhani, and Ross 2010). Interestingly, 

participants were alert to the problem of double standards when it came to their own 

reputation—they judged it unfair that the pharmaceutical industry was blamed for conflicts of 
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interest in healthcare given that the provision of similar hospitality was common in other 

industries.    

Another possible explanation for participants’ apparent blindness to health-related conflicts of 

interest is that they have difficulty in seeing their activities as anything but “good.” Research into 

the general moral reasoning of those who work in management roles in pharmaceutical 

companies has revealed that industry employees in medical and regulatory roles see themselves 

as committed to basic moral principles such as beneficence (doing good), non-maleficence (not 

doing harm), and justice. Importantly, while they see the need to apply these principles to both 

the public and their companies and recognize potential tensions between the two orientations, 

they do not see the two foci as being in any way incompatible (Lipworth and Little 2014). These 

findings also have resonance with the finding that people working in pharmaceutical sales and 

marketing, have ways of framing their commercially-oriented work in terms of altruism and are 

able to achieve a kind of “moral microclimate” in which to carry out their work (Martin 2006). 

This could help to explain why participants so firmly denied that unethical behaviours could be 

profitable (ignoring, for example, the marketing of expensive and non-innovative formulations) 

and why obvious bad behaviour was sometimes reframed in morally trivial terms (e.g. describing 

the Vioxx scandal as being simply an issue of an inappropriate warning label).  

A third possible explanation for the dichotomy we observed in addressing the problem of conflict 

of interest (which may underpin the moral reasoning described above), could be the pervasive 

belief in capitalist democracies that markets are intrinsically good—or at least self-correcting 

(Mirowski 2009; Lave, Mirowski, and Randalls 2010). Shaun exemplified this position in 

asserting that the pursuit of profit and improved patient outcomes are necessarily aligned in the 

pharmaceutical industry. As a result, markets will naturally achieve the best outcomes for 

society, especially when “left alone” to do so. Also in keeping with a neo-liberal ideology, 

participants strongly advocated for the ideal of the informed consumer, arguing that clinicians 

required access to pharmaceutical industry information to make informed choices around 

prescription medicines and that the company’s responsibility was in providing balanced 

information in terms of risks and benefits. According to this view, regulation of markets or of 

individual behaviour exists solely to preserve competition and to prevent the abuse of markets by 

those who refuse to follow basic market norms, but this should ideally take the form of self-

regulation and be kept to a minimum.  
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Practical and Ethical Implications 

Our results suggest that a self-regulatory approach to conflicts of interest arising from 

interactions between health professionals and the pharmaceutical industry is unlikely to be 

successful. Pharmaceutical industry leaders in this study, many of whom were directly 

responsible for developing and implementing voluntary self-regulation, generally did not believe 

that there were any tensions between commercial and public health goals or that interactions with 

clinicians, including gifts, could be a source of conflict. Further, should conflicts of interest arise, 

they did not see their management as the purview of the pharmaceutical industry. They viewed 

the provision of information to clinicians as an ethical practice and a means by which to alleviate 

tensions between the marketing of potentially harmful products and safeguarding the public’s 

health. In this regard, it is noteworthy that conflict of interest was not the only ethical issue that 

pharmaceutical industry employees believed was beyond the purview of industry—Shaun, for 

example, opted for an “informed consumer” approach by selecting physicians who interact with 

industry for his own care rather than reporting a possible incidence of malpractice by physician 

whose knowledge was out-of-date. 

Paradoxically, however, the pharmaceutical industry could provide an excellent model for 

healthcare where conflict of interest remains a pejorative term and a divisive issue. Within 

companies, it was taken-for-granted that conflicts of interest arise (no matter how good an 

individual’s intentions might be) and would be managed. This management was never left to 

individuals, no matter how senior they might be, and the activities of board members, advisors, 

or those in supervisory roles were routinely vetted. Importantly, having a conflict of interest was 

understood to be a set of circumstances that required management and not a personal moral 

failure. On the other hand, the failure to disclose a conflict of interest was grounds for 

disciplinary action. 

This is in sharp contrast to the way that the issue of conflict of interest continues to provoke 

inflammatory and divisive exchanges within healthcare and the fact that routine disclosure 

resulting in management of conflicts of interest remains uncommon. Further, rarely do conflict 

of interest policies in healthcare extend beyond disclosure and the receipt of gifts and payments 

remains the status quo when in industry, these would be viewed as detrimental to the functioning 

of the company and to ethical business practice. 
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Limitations and Future Research 

One possible limitation of our study is that participants may have been attempting to portray 

themselves in a particular way to the interviewer and were therefore not being entirely frank 

about their views. However, this seems unlikely given that participants knew that their answers 

would be anonymous, and there was a very high degree of consistency of responses both within 

and between interviews. Triangulation with other methods (e.g., ethnographic observations) 

would help to determine the extent to which these espoused beliefs are consistent with actual 

beliefs and corresponding actions. 

Although there is no reason to think that our results would not apply in other countries with 

highly developed medical and industrial regulatory systems, our results cannot automatically be 

generalized beyond the local context. In order to determine the generalizability of our findings, it 

would be useful to conduct further research in other, similar settings (including those where 

parent companies are located and where the commercial ethos may be more deeply entrenched), 

as well as in settings with very different health and regulatory systems. Larger studies would also 

enable our findings to be refined (e.g. drawing fine distinctions between the views of employees 

of innovative and generic companies, between those working in medical departments and those 

working in sales and marketing, and between people with different levels of experience in the 

industry).  

 

Conclusion 

Pharmaceutical industry leaders provided valuable perspectives on conflicts of interest in relation 

to interactions with health professions, which suggest that a self-regulatory approach to 

pharmaceutical marketing will not be effective. Rather, a structural approach, which is routine 

and uncontroversial within pharmaceutical companies, might serve as a model for ethically 

managing relationships between industry and clinicians.  
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