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July 24, 2009 

 

 

The Honorable Herbert H. Kohl 

Chairman 

Special Committee on Aging 

United States Senate 

Washington, D.C. 20510  

 

 

Senator Kohl: 

 

The Coalition for Healthcare Communication (Coalition) is 

pleased to respond to your inquiry of July 6, 2009 concerning 

medical industry consulting and industry funding for continuing 

medical education (CME). Like you, the Coalition takes very 

seriously public policy issues related to ensuring that U.S. 

citizens receive adequate and appropriate healthcare. 

 

 

Introduction 

 

The Coalition for Healthcare Communication was created in 1991 

to defend the rights of health professionals and consumers to 

receive truthful information regarding pharmaceuticals and 

medical products, as safeguarded by the First Amendment of the 

Constitution. The Coalition represents trade associations and 

companies that specialize in healthcare communication and are 

dedicated to assuring the free exchange of health information 

that informs and advances patient care. The Coalition is not a 

provider of certified CME. 

 

The Coalition agrees with the two initial premises stated in 

your letter: 

 

1. There is a role for valid physician-industry relationships. 

 

2. Policy makers need to better understand the role that 

promotional organizations play in CME. 
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We trust that your inquiry will help illuminate these concepts. 

We hope it will contribute to a better understanding of the 

value patients receive from physician-industry collaboration and 

commercial support of certified CME.  

 

The Coalition agrees that potential conflicts of interest (COI) 

are important and must be addressed and managed; however, much 

of the recent discussion of COI presents a serious danger to 

industry-physician collaboration and thus to patient care. We 

understand that your Committee seeks to ensure that patient care 

be advanced, and so we look forward to supporting your effort to 

create a balanced record with that objective. 

 

 

The data requested 

 

Responding first to your specific questions about industry 

funding for the Coalition, understand that Coalition policy is 

set by the Board of Directors that represent the medical 

marketing and publishing associations and companies that provide 

most of its operating funds. No pharmaceutical, biological or 

device company is represented on the Board. Further, as you will 

see from the Chart requested in your letter, attached as 

Appendix A, financial contributions from industry since January 

2006 total less than $130,000, under 12% of the total budgets 

for those years.  

 

Addressing the additional questions in the manner prescribed in 

your letter: 

 

Question 1. Please describe whether or not your organization 

allows companies to place restrictions or provide guidance on 

how funding will be spent. 

 

Answer 1. No.  
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Question 2. If your organization allows companies to place 

restrictions on industry funding, please explain all 

restrictions and/or guidance for each transfer of value from a 

pharmaceutical company since January 1, 2006, for every transfer 

of value with a restriction provide the following information: 

year of transfer, name of company, and restriction placed on 

funding. 

 

Answer 2: Not applicable.  

 

 

Additional data demonstrate that funding for CME is shrinking 

 

As noted in your letter and discussed with your staff, the most 

comprehensive set of data on industry funding of CME is included 

in the Accreditation Council on Continuing Medical Education 

(ACCME) Annual Data Report. The most recent Report was published 

last week and is available at: www.accme.org  According to the 

Report, commercial support for CME dropped from $1.2 billion 

dollars in 2007 to slightly over $1 billion in 2008 (16% 

decrease) and total CME program income dropped from $2.5 billion 

in 2007 to $2.4 billion in 2008 (4% decrease).  

Our conversations with providers suggest that these data vastly 

underestimate the recent drop in commercial support for CME. We 

hear that most providers are down at least 20% this year and 

that many are down over 50 % over the last two years.  

One prominent provider believes that commercial support has 

dropped to levels at or below the support provided in 1989, the 

first year of the ACCME Report. According to multiple industry 

sources, several providers have recently gone out of business or 

stopped providing CME, employment is dropping, and programs are 

being discontinued at an alarming rate.  

The Committee might also consult the recent Harrison Report 

released jointly by the Society for Academic Continuing Medical 

Education (SACME) and the Association of American Medical 

Colleges (AAMC), two of the most respected stakeholders in the 

CME enterprise. www.sacme.org This bi-annual survey of academic  
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CME confirms that over 50% of the money that pays for CME at 

academic medical centers comes in the form of educational grants 

from industry, but that this support and all other sources of 

financial support, including from medical schools themselves, 

are shrinking. 

 

These are very important data sets for you, Senator Kohl, as 

well as for the citizens of Wisconsin and all policy makers with 

an interest in patient care. For example, Dr. George Mejicano, 

Associate Dean for Continuing Professional Development at the 

University of Wisconsin School of Medicine and Public 

Health(UW)reports that in 2008 the school sponsored 302 CME 

activities that reached over 50,000 learners (21,315 physicians 

and 29,611 non-physicians). The 302 activities included live, 

print, online, and performance improvement activities totaling 

2,884 hours of instruction. Without commercial support (which 

totaled just over $4.1 million) UW could only have accomplished 

about 40% of these programs. 

 

Also, since patient care is the focus of this inquiry, you will 

have a keen interest in Attachment B, a journal article that 

highlights the Patient Improvement of one such UW program. Like 

many such programs across the United States, this program is 

partially funded by industry and includes hard data on clinical 

outcomes and measurement of improvement of patient outcomes 

through CME. Without commercial support, this program would not 

have been offered to doctors treating Wisconsin patients.  

 

This issue is particularly timely as the Congress debates health 

care reform. The measurement of CME effectiveness, clinical 

competence and practice improvement points directly to a leading 

concern of reform experts: the huge practice variations and cost 

inefficiencies across the country. CME is one of the best tools 

to address such disparities and cost inefficiencies, but only so 

long as funding is robust and well spent.  

 

We trust the Committee has a keen interest in preserving and 

increasing, rather than decreasing, innovative and effective 

programs at the University of Wisconsin and throughout the 

nation. As the medical schools, community hospitals, medical 

societies and physicians face the economic realities of health  
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care reform, continued decreases in CME funding would be 

counterproductive. 

 

 

 

Basic facts on CME 

 

To give the Committee a baseline for understanding the 

importance of certified CME, and the current policy and rules 

surrounding COI, we have attached three one-page fact sheets 

created by the AMA National Task Force on CME Provider Industry 

Collaboration, Attachments C, D and E. A review of these will 

quickly give Committee members the basic information about 

certified CME, as provided by a broad group of nationally 

recognized experts from all sectors of the CME enterprise.  

 

Attachment C, Continuing Medical Education: Providing Valid and 

Independent Evidence for Clinical Decisions, focuses on content 

determinations made by CME providers, including the role of the 

ACCME, the American Medical Association and the American 

Osteopathic Association in the accreditation and oversight of 

these programs. 

 

Attachment D, Pharmaceutical, Biotechnology and Medical Device 

Company Support for Continuing Medical Education, describes 

industry support for certified, independent CME, including the 

evolving legal guidelines of the FDA and the HHS-IG, as well as 

the voluntary guidelines by company and industry codes of 

conduct. 

 

Attachment E, Continuing Medical Education: Addressing Conflict 

of Interest (COI), addresses the core interests of the 

Committee, including current mandatory and self-regulatory 

systems that seek to manage COI issues. 

 

Coalition views on the current controversies about COI in CME 

 

The Coalition is concerned that the current focus on potential 

industry conflicts of interest distracts from the real challenge 

– how to better prepare clinicians for the patient challenges 

that will come in the wake of health care reform. 

Further, the current controversies over commercial support 

obscure the most important facts:  
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• Clinicians continue to participate in these programs in 

large numbers to learn about new and better ways to 

diagnose and manage disease and return to their practices 

better prepared to treat their patients.  

• The biopharmaceutical and medical device industries support 

nearly half of all certified CME.  

• Patients are the primary beneficiaries. 

Make no mistake about it. The Coalition believes in robust 

discussion, free expression, and the responsibility of 

congressional committees, including the Senate Special Committee 

on Aging, to investigate this issue. But just now the debate 

seems single-faceted, focusing on potential industry COI, 

ignoring the other possible conflicts, including those of 

hospitals and medical centers, and even the government.  

The Coalition focus is on patient care. Accordingly,  the 

Coalition is working with a wide range of healthcare groups to 

focus on strengthening CME, to reform what needs reform, to 

clarify what needs clarification, and to tell the real story 

about the value of industry-supported education for healthcare 

professionals. 

For example, the Coalition teamed up with the North American 

Association of Medical Education and Communication Companies 

(NAAMECC) to highlight the difference between certified CME and 

other forms of continuing medical education. This campaign 

recognizes that, while prescribers gather important information 

from many sources, certified CME is different because of rigid 

third-party oversight in selecting content, topic and faculty. 

Providers accredited by the Accreditation Council for CME 

(ACCME) and activities approved by the American Academy of 

Family Physicians and other organizations must meet process and 

quality standards before prescribers can receive credit for 

participating. 

Other organizations, including the Alliance for Continuing 

Medical Education (Alliance), the National Task Force on CME 

Provider/Industry Collaboration (Task Force) and the National 

Commission for the Certification of CME Professionals (NC-CME)  
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are taking actions to further enhance the value of certified CME 

for physicians.  

Consider just a few examples. The Alliance has developed a 

program focusing on the key competencies required of CME 

professionals, including, of course, a full understanding of all 

laws, regulations, guidelines, policies and standards that 

govern the provision of certified CME.  

A subcommittee of the Task Force is developing fact sheets, the 

first three of which are noted above, to help inform policy 

makers, the press, and all who participate in certified CME.   

The NC-CME is developing a certification program that will set 

definitive standards and require successful completion of a 

validated examination in order to allow an individual to be 

recognized as a certified CME professional.  

Together these and several other such undertakings represent an 

enormous effort on the part of CME professionals to self-

regulate and improve the quality, transparency and independence 

of certified CME – an effort that has largely been ignored by 

critics. 

Meanwhile, much of the criticism of the industry overlooks some 

of the most important data. Consider, for example, the April 

2007 Senate Finance Committee staff report, “Use of Education 

Grants by Pharmaceutical Manufacturers.” The report correctly 

focused on many of the important historical abuses and emerging 

reform actions by industry, ACCME and others. But it ignored the 

value of industry funded CME to disseminate information about 

important new medical breakthroughs.  

Indeed, the Report spoke skeptically about off-label 

discussions, ignoring the fact that balanced off-label 

discussions are critical to promoting improvements in patient 

care, particularly in areas where few on-label options exist, 

such as oncology, pediatrics, and psychiatry. It failed to 

recognize that balanced discussions of off-label usage are one 

of the best sources of such information, regardless of the 

funding source. Limiting or preventing such discussion would  
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seriously hinder the transfer of knowledge and the spread of 

innovation in clinical care. 

Furthermore, the now famous cases highlighted in that report and 

elsewhere are based largely on historical events, not recent 

transgressions. Over the past decade, the provision of CME 

funded by industry has undergone a profound transformation. 

Consider the dramatic effect of just six major documents in the 

past decade:  

• the FDA’s 1997 Guidance on Industry-Supported Activities;  

• the OIG Compliance Program Guidance;  

• the ethical codes from PhRMA, AdvaMed, and the AMA; and  

• the 2004 Standards of Commercial Support from the ACCME.  

The world has changed for the vast majority of players in this 

industry. And, for those who have not yet gotten the message, 

the HHS-IG and other law enforcers stand ready to bring those 

few outliers in line.  

Other criticism is well taken. Continuing reform is a job that 

may never be done. But “transparency” is the watch word well 

beyond the Congress, and it has been widely adopted in industry 

codes and the standards of accreditation for providers. Many 

leading drug and device companies have published all their 

grants for the world to see, and others are following quickly. 

Given this trend, the Committee should consider elimination of 

certified CME reporting in all versions of Health Care Reform 

bills because they are unneeded, redundant and needlessly 

expensive. 

Most important, as Members face the serious economic and 

practical problems of HCR, the Coalition respectfully suggests 

that the Special Committee on Aging focus on how CME, including 

commercially supported CME, can better prepare clinicians to 

deliver the promise of improved citizen access to primary and 

chronic care.  
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As the Committee fully realizes, HCR will increase the strain on 

current providers of basic care in this country. Among other 

things, this challenge must be met with CME that teaches 

existing and new clinicians how to better care for patients. 

This is the CME challenge of 2009. Let’s not be distracted by 

creating yet another possible cure for potential COI when real 

people with real medical needs are our biggest challenge. 

In the face of this challenge, we must strive for further 

improvements in CME programs, led by Congress and all CME 

professionals, and supported in various ways by pharma company 

grantors, by leading commercial and non-commercial education 

companies, as well as by the ACCME, AMA, AAFP and other medical 

institutions.  

For this to happen, the Members of your Committee and other 

public policy leaders must lead by demanding:  

• more focus on the facts,  

• more focus on the distinctions between certified CME and 

other forms of education and  

• much more focus on maximizing the certified CME available 

to physicians and other clinical professionals.  

With the support of your Committee, we all can look forward to 

even better clinical education, driven by clinical needs, 

compelling content, and better outcomes measurement. As that 

happens, expect health professionals to attend more quality 

certified CME activities and for patients to receive better, 

more informed care. 

 

Respectfully, 

 

 

 

John Kamp 

Executive Director 

On behalf of the 

Coalition for Healthcare Communication
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