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The June issue of Medical Marketing
& Media carried an excerpt from my
recent remarks to the PMA Communica-
tions Workshop (see p.3 & p.4) as
part of an article, "Surviving in a
Get-Tough-on-Promotion Climate."

I thought you might like to read
them in context.

Cordially,

Harry A. Sweeney, Jr.
President

Inearly April, the Neze: York Times reported the results of a new,
confidential survey on health care, taken among, 1,000 chief
executives of America’s largest companies by the Gallup Organization
for the Robert Wood Johnson Foundation. Ower 38% responded, the
largest response ever completed by such a prestigious group on health
care issues, Ninety-one percent said that endamenta! changes or a
complete rebuilding of the health care systen is needed.

Areport on the study says: “unrelenting inflation” of healthcare
costs is identilied as the stimuhas that is changing business attitudes;
and the New York Times article quotes Dr, Theodore Cooper,
Chaimman of the Upjohn Company as stating; “When we feel the
heat, we see the light.”

Phannaceutical marketers have been feeling the heat for some
time now conceming our marketing practioes. The question is: Have
we seen the light?

All business-to-husiness marketers, including the pharmuaceuti-
cal industry, have been quick to adapt and use consumer marketing
practices in their activities.

Such practices, which may be “new” to a particular industry,
usually are not abusive per se; they are just “new.” 1Lis my opinion
that certain practices that are the subject of inquiny in the pharma-

Adeipted frome remarks prpared for the PYA COMMUNICATORS WORKSHOP, Philackelphia, Pa. - April 10. 1991
Harry A. Sweeney, Jr., President
Dorland Sweeney jores, Inc.

ceutical industry are on the griddle, not because any significant
damage has been done, but rather for their PR potential as a
foundation to rebuild the FDA's battered image and reputation. 2
Tn effect, the Washington strategy is to define our marketing .
practices as the “problem.” for which the proper “solution”
is increased FDA controls (o be achieved by higher funding levels,
more staff personnel, etc.).
Tam definitely in favor of rebuilding a stronger FDA; Tam not in
favor of having the FDA use our industry s a scapenoat to achieve 3 .
that end.
Obviously, the application of generally accepted marketing
practioss 1o preseription drug marketing is a subject which merits
some discussion. However, we must avoid allowing the discussion to
proceed ozedy in the adversarial atmosphere of “crisis management™
generally associated with healtheare regulatory discussions.

4.

1) Prescription drug marketing has always
been different from consumer marketing,

The ethical drug marketplace is unique and pharmaceutical
marketers have always been held to a higher standard of ethical
behavior because we are engaging in those practices in what is
perceived as 2 “holy™ place, the Temple of Medicine.

We should quickly remember, however, that medicine is not the
hallowed calling that it once was. The institutionalization and
depersonalization of this once intensely intimate profession has seen
to that. For awoenderful read on the subject, pick up a copy of Paul
Starr’s book The Social Transformation of American Medicie.

Nor are most of us the corrupt and corrupting scoundrels that
we have been made out to be. But that’s only my opinion; each of vou
will have to mke up your own mind.

Wee aare andd have been the victims of a clever, simple strategy
used by any number of people through the years 1o draw attention to
and o promote themselves as “defenders of te faith,” by casting us
in the role of “heretics.”

Prescription drug marketing has always
been different from consumer marketing.

The marketing environment in which we
operate has changed significantly.

Medical marketing practices, generally,
are the same today as they were twenty-
five years ago.

If we do not explain the complexities of
our marketing environment and our
contributions to better health care, no
one else will.
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Where did we go wrong?



Why did we fail?

David fortells the fall of King Belshazzar and the Babylonian Empire
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“Remember, our job is to expand the
boundaries of science and make a buck at the
same time.”
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Handwriting on the Wall

THE AMERICAN
ECONOMIC REVIEW

VOLUME LIl DECEMBER 1963 NUMBER 5

UNCERTAINTY AND THE WELFARE
ECONOMICS OF MEDICAL CARE

By KenweTH J. ARrROW*

L. Introduction: Scope and Method

This paper is an exploratory and tentative study of the specific
differentia of medical care as the object of normative economics. It
is contended here, on the basis of comparison of obvious characteris-
tics of the medical-care industry with the norms of welfare economics,
that the special economic problems of medical care can be explained
as adaptations to the existence of uncertainty in the incidence of dis-
ease and in the efficacy of treatment,

It should be noted that the subject is the medical-care industry, not
health. The causal factors in health are many, and the provision of
medical care is only one. Particularly at low levels of income, other
commodities such as nutrition, shelter, clothing, and sanitation may
be much more significant. It is the complex of services that center
about the physician, private and group practice, hospitals, and public
health, which I propose to discuss.

Arrow, 1963

ofession
of Medicine

Eliot Freidson

Freidson, 1977,1988

The Social
Transformation
of American

Medicine

The rise of a sovereign profession
and the making of a vast industry

Starr, 1982
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: What 1 s nMe:«
ofession

OfMedicine AConsulting Profession

AVloral Enterprise
ASocial Institution

fOfficial Institution

Eliot Freidson (1970, 1988)
Profession of Medicine: A Study of the

Eliot Freidson BREEEE

Applied Knowledge
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NThe cl earest wa
elements involved in the develop-

-* ment of a profession having the

characteristics of present day
medicine is to look closely at an
Instance where practitioners who
diagnosed and treated iliness did

. ¢ & not constitute a stable occupation,

| et al one a prof

| Eliot Freidson (1970, 1988)
- Profession of Medicine: A Study of the

. Sociology of

Applied Knowledge
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OOfession

of Medicine an officially created, organized autonomy,

Professional Autonomy ?

reliant on political power to create and protect it
from competition or regulation by other workers,

and, in the case of Medicine, with the freedom to
regulate other occupations.

Eliot Freidson Monopoly through licensing prevents effective
~operation of free market

Freidson, 1977,1988
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Medicare and Medicaid

Oafesgion AThe bubble burst whe:]
of Medicine (through Medicare and Medicaid legislation)

assumed major responsibility for paying the
bills of the elderly and the poor and the cost of
Health care began [spiraling].

Does this mean that medicine is on the way to
| osing 1 ts fAprofessior

suggests the loss of certain kinds of autonomy.
Eliot Freidson (Technical vs Political vs Economic Autonomy; College
w— professors vs physicians)

Freidson, 1977,1988  pregcient forecasts: Rise of patient autonomy

and emergence of Official Medicine (EVB)
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Book One: A Sovereign Profession

The SOClal The Rise of Medical Authority and the
Ti'anSf()I'mat]()]’] Shaping of the Medical Profession
OfAmﬁljl(;an Book Two: The Struggle for Medical Care
M@dlC]ﬂﬁ Doctors, The State, and the

The rise of a sovereign profession COming of the Corporation

and the making of a vast industry

['tompared with individual practice, corporate work\
will necessarily entail a profound loss of autonomy.O

S
: q

; ; ’,' [The failure to rationalize medical services
under public control meant that sooner or later

they would be rationalized under private controlO

Starr, 1982
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#4JOHNS HOPKINS

Defining the
Patient-Physician
Relationship for
the 21st Century

3rd Annual Disease Management
Outcomes Summat

Oclober 30 — November 2, 2003
Phoenix, Anzona

ANWIi t hout ©paymer
focused on rewarding quality
and, above all, good outcomes,
the imperative for stronger
patient-physician relationships
faces a daunting challenge.

Amer.Healthways/Johns Hopkins (2003)
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PERSPECTIVE

Medical Professionalism in the New Millennium: A Physician Charter

Project of the ABIM Foundation, ACP-ASIM Foundation, and European Federation of Internal Medicine®

To aur readers: T write hriefly to introduce the Medical Pro-
fessionalism Project and its principal product, the Charser on
Medical Profesionalism. The charter appears in print for the fist
time in this isue of Amnek and Smuolaneowsly in The Lancer. |
hope that we will look back upon its publication as 2 watershed
event in medicine. Everyone who is involved with health care
should read the charter and ponder its meaning.

The charter is the product of severl years of work by leaders
in the ABIM Foundation, the ACP-ASIM Foundation, and the
European Federation of Internal Medicine. The charter consists
of a brief introducrion and sationale, three principles, and 10
commitments. The introduction contains the following premise=
Changes in the health care delivery systems in countries through-
out the industrialized world threaten the vales of professional-
ism. The document canveys this message with chilling brevity.
The authars apparently feel no need o defend this premise, per-
haps because they believe that it is & universally held tuth, The
authors g further, stating that the conditions of medical practice

are tempting physicians to sbandon sheir commitment w© the

primacy of patient welfare. These are very strong wards. Whether
they are strictly true for the profession s 2 whole is almost beside
the point. Each physician must decide if the circumstances of
practice are threatening bis or her adherence to the vahaes that
the medical profesion has held dear for many millennia.

Three Fundamental Principles set the stage for the heart of
the charter, 2 set of commitments. One of the three principles.
the principle of primacy of patient welfure, dates from ancient
times. Another, the principle of patient sutonomy, has 2 more
recent history. Only in the later part of the past century have
people begun o view the physician 2 n advisor, often one of
many, to an auonemeus patient. According to this view, the
center of patient care is not in the physician's affice or the hos-
pitsl. Tt s where people live their lives, in the home and the
workplace. There, patients make the daily choices that determine
their health. The principle of social justice is the Lt of the three
principles. It calls upon the profession to promote a fir distri-
bution of health care resources.

There is reasan w0 expec that physicians from every point

on the globe will read the charter. Does this document represent
the twaditions of medicine in cduures other than those in the
West, where the authors of the charter have practiced medicine?
We hope that readers everywhere will engage in diakogue shout
the charter, and we affer our pages as 2 place for that disdogue 10
sake place. IF the traditions of medical practice throughout the
world are not congruent with one anather, at least we may make
progress toward understanding how physicians in different cul-
tures understand their commitments to patients and the public.
Many physicians will recognize in the principles and com-
mitments of the charter the ethical underpinning of their profes-
sional relarionships, individually with their patients and collec-
tively with the public. For them, the challenge wil be to live by
these precepts and to resist efforts to impose 2 corporate mentak-
ity on a profesion of service to others. Forces thar are largely
beyond our control have brought us to circumstances that require
2 restatement of professional responsibility. The resporsibilicy for
acting on these principles and commitments lies squarely on our

shoulders.
Harold C. Sax, MD, Editor

hysicians today are experiencing frustration as changes

in the health care delivery systems in virnually all indus-
tridlized countries threaten the very nature and values of
medical professonalism. Meetings among the European
Federation of Internal Medidine, the American College of
Physidans—American Society of Internal Medicine (ACP—
ASIM), and the American Board of Internal Medicine
{ABIM) have confirmed that physican views on profes-
sionalism arc similar in quite diverse systems of health care
delivery. We share the view that medicine’s commitment to
the paticnt is being challenged by extemnal forces of change
within our sodeties.

Recently, voices from many countries have begun
cnuing for a renewed sense of pmfcssiﬂnalism, one that

Aven fovtern Med 2002;136:243.246

*Thia chaner was written

the merhen of the Medical Profasonaliom Projecs ABIM Fosndason: Troy Breanan, MDD, JD (Frejer Chair), Brigham and Women's Horpital, Bosion,

Mamachusces:; Linds Blark (Froject Sigff}, ABIM Fosndation, Phiaddphia, Ponmbrasix Jordin Cohen, MID, Asocimion of American Madial Collqe, Washingsen, DC: Haery

Kismkall, MDD, American Boaed of Intcread Medicine, Philaclpbia, Pearmspbvanis and Neil Smelac, PD, Ui

sty of Califsrmia, Berkeley, Califoeria. ACP—ASIM Fordatinre bt

Copeland, MDY, Sourkern Candiopumanary Asscciate, LatGrange, G R Levic-Moury, MD, MBA, lcber: Wood Johmon Fosadation, Princion, New Jeags and Walir

McDonald, M), Americen Collaze of Ppiciam-American Sacicty of Intemal Moficing, Phiadclphiz, Pennsyhania. Enmpesn Federstin of Incemal Molicine: Gunilla Brenning, MDD,

University Hempieal, Uppnals, Sweden; Chrntopher Davidimn, MDD, FRCF, FESC, Royal Semex County Hempinal, Brigheon, United Kingdaee Philipps Jazger, MI, MO Cenere
FhI,

Hampitalicr Universiaire Varsdois, Lsssanne, Switzerbond: Alberte Malliani, M, Usivesiti & Milana, Milan, lialy; Hein Maller, M
ia, Paris, Franes; and Eugme Suorius, |0, Facubzit der Rocken Gekoerdheid, Amsterdam, the Metherhnds. Spesial Cormukants

the Netherdands; Danicl Soreni, MO, Hipinal Saint-]

hemhuis Cinoi-Hoar, Hijkmtmsiweg,

Wickard Cracm, MDD, and Sybvis Crace, MD, McGill Usivenity, Morreal, Cards; and Jaime Merine, MD, Univemidsd Migoel Hernindes, San Jusn de Alicsms, Spain.
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Principle of primacy of
patient welfare

Principle of patient
autonomy

Principle of social justice

ABIM Foundation et al, 2002
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Recommendations of the
Special Commission
on the Health Care Payment System

July 16, 2009

Sarah Issin, Co-char
I‘.‘eslleA. Kiraan, Co-chair ,
Executive Office for Administrazon and Finance Division of Hedith Care Finance and Pallcy

NGl obal payment o
NMBut this time itoll

Accountable Care Organizations

Executive Branch Agency

To allot payments for specified
conditions, aka Ar at

AnPatients must b
physicians who will be held

accountable for the quality and

cost of care pro
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ASSOCIATION OF
AA%C. AMERICAN
< MEDICAL COLLEGES

A Flag in the Wind:
Educating for Professionalism in
Medicine

February 2003

The shift from altruism ( 01 o tdh e re c t
cynicism (self-centeredness) is a result of
thenhidden curricul L

ASt udent s médeiaernsma proféss t
lon in which you say one thing and do
another, a profession of cynics. . .. The
lived experience of medicine is best
characterized as a struggle. ©

|l nui , TS: (2003) n
Educating for Professi
Association of American Medical Colleges,

p 16-17.



The Truth About
the Drug Companies
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.
ON THE TAK

HOW MEDICINE’S COMPLICITY
WITH BIG BUSINESS
CAN ENDANGER YOUR HEALTH

4

HOW THEY DECEIVE US
AND WHAT TO DO ABOUT IT

MARCIA ANGELL, M.D.
gitor i cniet ot i
ormer a8t L giine

JEROME P. KASSIRER, m.o. e

SEVERED (ONEY-DRIVE| BETRAYERS
TRUST TRUTH

Fraud and Deceit in
the Halls of Science
2 et = | “One of the strongest
Why American Medicine : oo
Hasnlt Been Fixed E It couldn’t be more timely.

THE INSIDE STORY of organized

medicine’s sell-out to commerce and «Utterly fascinating reading” — Science '83

politics—and a hopeful vision for

change —from the former editot of JAMA gyl:]h!iﬂialm B\{/Ogd

Icnolas waae
George D. Lundberg, M.D.
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Edited by
Ruth Ellen Bulger, Elizabeth Heitman,
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Elliot Aronson

How
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JEROME GROOPMAN, M.D.




Part 2 Doctors & Patients
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| A WAY OF LIFE
; William Osler

| S a NnNDoc
ANew Mil |l eni umo

A Beneficence (Altruism)

A Nom-mateasance

A Respect for patient autonomy
A Social justice

Medical Professionalism Project
Ann Int Med (2002) 136(3): 243
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Basic Scientists
Clinical Researchers

?

Academic Practitioners
Group Practitioners
Solo Practitoners




Table 6. The Struggle to Stay Centered on Values

in the Profession of Medicine.

Foundational

Ideal Value Reality

Evidence-based - Truth/Science » Uncertainty

COI (confluence) ~<—— Therapeutic Alliance =——= COI (conflict)

Caring, healing - Curing »  Risk-harming

Open heart/mind ~<€———— Accepting, Empathic = Arrogant, unmoved

Error-free - Right action » Mistake-prone

Analytic = Reflective » Hassled, knee-jerk

Self-sacrificing Altruistic =  Avaricious

Inui, TS (2003) A Flag in the Wind: Educating for Professionalism
in Medicine, Association of American Medical Colleges



What Do Patients Want?

AiQual ityo Ca
AiQual ityo Ser
AiFairo Cost ¢



What Information Do Patients
Want?

ATwo sources

Unbiased, expert source
ROt hers | i ke me. o (fri

AVarying degrees of detalil
Healthy vs Sick, etc

Source: Edgman  -Levitan, S and Cleary, PD
Health Affairs, Winter 1996, p 44



What Kind of Relationships do
Patients Want (1988)7

Passive ‘ Collaborative ‘ Active
3 - 8% 29%

68%

A Information vs. Participation
A Non -Patients vs. Patients

A Factors: Severity of lliness
Age/Education
Cultural Norms

Source: After Benbassat, J., Pilpel, D., and Tidhar, M.
Behavioral Medicine 24:81 -88 (Summer 1988)



What Kind of Relationships do
Patients Want (2010)?

Passive ‘ Collaborative ‘ Active
02% 48 to 80%

86%%

A Information vs. Participation
A Non -Patients vs. Patients

A Factors: Severity of lliness
Type of physician

Sources: After Longtin et al (2010), Mayo Clin Proc 85(1)53 -62
Cites six studies.






