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CONTINUING MEDICAL EDUCATION (CME) IS A MULTI-
billion-dollar industry. In 2006, the CME provid-
ers accredited by the Accreditation Council for Con-
tinuing Medical Education (ACCME) had a total

income of $2.38 billion.1 In 1998, the income was $889 mil-
lion, and most had come from the registration fees of partici-
pants or sponsoring organizations. Since 2003, however, most
of the income for CME providers has come from industry.2

CommercialsupportforCMEaccreditedbytheACCMEqua-
drupled between 1998 and 2006–from $302 million to $1.2
billion–and doubled from other sources.1 In 2006, the com-
bined for-profit support (commercial support andadvertising
and exhibit income) represented 60.6% of total income. An
industry magazine stated in its annual medical education re-
port:“Forcontinuingeducationtocontinue,commercial fund-
ing must remain healthy. The future of CME depends on it.”3

The profit margin for ACCME-accredited providers in-
creased from 5.5% in 1998 to 31.0% in 2006.1 The 3 main
types of CME providers are physician member organiza-
tions, publishing and education companies, and medical
schools. In 2006, their margins were 46.3%, 34.7%, and
20.7%, respectively.1 Nonprofit organizations often use CME
revenue to subsidize other activities.

Continuing medical education has become so heavily de-
pendent on support from pharmaceutical and medical de-
vice companies that the medical profession may have lost con-
trol over its own continuing education.4 Commercial funding
may inherently distort education and practice to the detri-
ment of physicians and patients, regardless of the various safe-
guards to protect the integrity of the enterprise. Problems as-
sociated with commercial support of CME, current safeguards,
and other approaches to funding are discussed below.

Funding for Different Types
of CME Organizations
In2006,therewere729accreditedCMEproviders.1Ofthe$2.38
billion of CME income, publishing and education companies
received34.3%,physicianmemberorganizationsreceived32.8%,
andmedicalschoolsreceived17.6%.TherestwenttootherCME
providers, such as hospitals. Publishing and education com-

paniesandmedical schools received75.8%and61.8%, respec-
tively, of their CME income from commercial support. Physi-
cian member organizations received 23.0% of their CME in-
comefromcommercialsupportand25.5%fromadvertisingand
exhibits; this represented about three-quarters of all advertis-
ing and exhibit income for CME.1

In 2006, the 1684 CME providers accredited by state medi-
cal societies had an income of $134.5 million and expenses
of $136.5 million; 29.3% of their income was from com-
mercial support.1 These CME providers were responsible
for 349 696 hours of instruction (including jointly spon-
sored activities); medical schools for 331 298 hours; phy-
sician member organizations for 147 308 hours; and pub-
lishing and education companies for 61 404 hours.1

Continuing Education and Marketing
AlthoughcommercialsupportforCMEincreasesavailablefunds,
it may promote sales of new medications, including their off-
labeluse,notwithstandingthevariousmeasurestopreventcon-
flictof interestandcommercialbias.2,5,6 TheCMEactivitiessup-
ported by industry are often free or subsidized for physicians.
Patients and payers, however, may ultimately pay the bill.

Physicians who are invited to speak at industry-supported
CME events or to organize them may have extensive finan-
cial relationships with companies, and pharmaceutical com-
panies may have paid them to give other presentations.6 There
may be overlap between the material presented at promo-
tional events such as dinner lectures and satellite symposia
and CME courses.2 Industry sponsorship also may lead to over-
emphasis on medicines, medical devices, and diagnostic tests,
thereby biasing “the overall curriculum of topics,”5 regard-
less of their importance to improving care.7

The accreditation of medical education and communi-
cation companies raises additional concerns.8 Medical edu-
cation and communication companies may organize and
manage meetings, develop written educational materials, pro-
vide public relations services, or prepare advertising and mar-
keting campaigns, among other activities. In 2006, publish-
ing and education companies, a category that includes
medical education and communication companies, re-
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ceived a higher percentage of their CME income from com-
mercial support than any other type of organization, and
had more income than any other CME provider group.1 A
related issue is the financial associations between industry
and other CME providers; independence may be difficult.

The Senate Finance Committee Report
In April 2007, the Senate Finance Committee, after study-
ing drug company grants to fund continuing education, con-
cluded:
It seems unlikely that this sophisticated industry would spend such
large sums on an enterprise but for the expectation that the expen-
ditures will be recouped by increased sales. Press reports and docu-
ments exposed in litigation and enforcement actions confirm these
suspicions in some instances. There is also evidence from ACCME
that some accredited CME providers still allow commercial spon-
sors to exert improper influence on educational activities that are
supposed to be independent from commercial interests.9

The report noted that although “major drug companies have
adopted corporate policies that, on their face, do not allow
educational grants to be awarded for unlawful purposes,” the
policies “still allow this industry to walk a fine line between
violating rules prohibiting off-label promotion and award-
ing grant money in a manner likely to increase sales of their
products, including sales for off-label uses.”

According to the Senate Finance Committee, much of the
industry funding for CME follows this pattern. A for-profit
medical education or communication company submits a
grant proposal. The drug company funds
“a program on a general topic (eg, treatment of a specific condition–
and the condition is one for which at least one of the sponsoring drug
company’s products is used), but the specifics of the content are de-
termined by the medical education and communications company.”

Pharmaceutical company documents reveal no “explicit
agreement that the CME program will favorably discuss a
company product or an off-label use of a company prod-
uct. However, it is possible that both parties reasonably ex-
pect that to be the result.”9

ACCME Standards
The ACCME has a staff equivalent of 12 full-time employees
and an annual budget of about $3.5 million according to the
council. Its “Standards for Commercial Support” specify the
relationships between CME providers and commercial inter-
ests.10 The council will not accredit commercial interests or
entities they own or control.11 Entities that provide clinical
service directly to patients, including physician organiza-
tions, medical groups, and academic medical centers, are not
considered commercial interests. Previously, the ACCME had
not classified medical education and communication compa-
nies as commercial interests. However, under the definition
adopted in August 2007, a commercial interest is “any entity
producing, marketing, reselling or distributing health care
goods or services consumed by, or used on, patients.”11 Some
medical education and communication companies may be con-
sidered commercial interests. For example, advertising agen-

cies that do promotional work for pharmaceutical compa-
nies and companies that resell drugs or devices are now
considered commercial interests. If such firms have divisions
that are accredited CME providers, they must spin their CME
units off as separate companies by August 2009 or withdraw
from accreditation.

For CME planners, speakers, or authors, relevant finan-
cial relationships in any amount within the past 12 months
must be disclosed and conflicts of interest resolved before
the educational activity occurs.10 Conflicts can be resolved
by finding another planner, speaker, or author, assigning a
different topic, having an effective peer review of the con-
tent so that unsubstantiated or promotional claims are elimi-
nated, or changing the overall activity. They are usually re-
solved through peer review or by changing the activity.

In August 2007, the ACCME stated its commitment of
“ensuring the validity of the CME enterprise” and an-
nounced new policies.11,12 The ACCME indicates that “CME
can receive commercial support from industry without re-
ceiving any advice or guidance, either nuanced or direct,
on the content of the activity or on who should deliver that
content.”11 Under consideration are enhanced data collec-
tion, such as establishing a monitoring system that would
allow independent decisions about compliance with the
council’s requirements, changes in the administration of the
standards, such as procedures for more rapid responses to
serious problems, and expanded education and outreach pro-
grams.12 The council’s review also includes

“the management of commercial support across the CME enter-
prise including funding models and the role of industry in CME.
Alternate funding models will be considered (eg, pooled funding,
limits, sources) including discussions on the value, or impact, of
no commercial support.”12

The effect of these initiatives—and the sufficiency of the
council’s standards—remains to be seen.

Federal Laws and Regulations
The Pharmaceutical Research and Manufacturers of America13

and the American Medical Association14 have voluntary poli-
cies with regard to commercial sponsorship of CME. Eli Lilly
& Co posts online all of its educational grants and chari-
table contributions to health care–related organizations in
the United States.15 Other companies are considering simi-
lar disclosures.

Programs and materials about therapeutic products regu-
lated by the US Food and Drug Administration that are pre-
pared by, or on behalf of, the companies that market the
products are subject to the labeling or advertising provi-
sions of the Food, Drug, and Cosmetic Act. However, “truly
independent and nonpromotional industry–supported ac-
tivities” are not regulated.16 The agency, however, has been
criticized for doing “little to ensure that educational grants
are used for bona fide educational purposes.”9

The Departments of Justice and Health and Human Ser-
vices enforce the antikickback statute and the False Claims
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Act.17 Educational grants from drug companies are a risk
area for fraud and abuse. Risk-reduction measures include
separating grant making from sales and marketing within
pharmaceutical companies, establishing objective criteria for
awarding grants that do not take into account recipients’ pur-
chases, and funding only bona fide activities.18 The manu-
facturer should have no control over the speaker or the con-
tent; organizers should not improperly compensate
physicians, such as by paying them to attend. Many phar-
maceutical manufacturers have voluntarily adopted this guid-
ance, and implemented internal “firewalls” to separate grants
from marketing and sales. Sales and marketing personnel
may no longer have authority to solicit grant requests or
award funds.3,17

Pharmaceutical and medical device companies decide how
to spend their money and usually choose the CME pro-
vider. The effectiveness of firewalls and other measures is
unknown. The Senate Finance Committee found that it is

“difficult to quantify the risk of kickbacks related to industry-
sponsored education where companies overpay high-prescribing
physicians as ‘consultants’ or ‘speakers’ for minimal work to de-
velop educational material or teach at educational programs.”9

Policy Considerations
Other approaches to temper industry funding of CME in-
clude (1) allowing no direct or indirect commercial support;
(2) limiting the percentage of commercial support that is per-
mitted for a provider or activity and not accrediting activities
that are supported by a single company; (3) not accrediting
providers, such as medical education and communication com-
panies, that are dependent on commercial support; (4) elimi-
nating direct or indirect commercial support of programs but
allowing contributions to a central repository of funds, which,
in turn, would disburse funds to approved programs19; (5) fur-
ther tightening the ACCME’s standards for commercial sup-
port and procedures for monitoring compliance; and (6) in-
creasing disclosure about the funding of CME through a
comprehensive searchable online registry of support for pro-
viders, activities, speakers, authors, and event planners. Pro-
posed legislation would require manufacturers of drugs and
medical devices to report publicly nearly all payments and gifts
to physicians, including those for CME. The federal govern-
ment would make the information available on “an Internet
website that is easily searchable, downloadable, and under-
standable.”20 In addition, expenses could be decreased, for ex-
ample by holding meetings and events at less expensive fa-
cilities and locations, or reducing speaker honoraria.
Continuing medical education providers can stop accepting
commercial support, as Memorial Sloan-Kettering Cancer Cen-
ter in New York has recently done. A related issue is whether
changes to policy should also apply to advertising and ex-
hibit income.

Some, if not all, of these approaches would decrease CME
funding—in which case physicians or their employers would
pay more of the true costs. Some CME providers would

change their operations or go out of business, and many of
those remaining would make less money. Although elimi-
nating support from pharmaceutical and medical device com-
panies would involve more change than the alternatives, this
approach will likely allow the medical profession to con-
trol its own continuing education. The current situation is
at best very troubling.
Financial Disclosures: None reported.
Funding/Support: This work was supported in part by the Josiah Macy, Jr Foun-
dation.
Role of the Sponsor: The Josiah Macy, Jr Foundation had no role in the prepara-
tion, review, or approval of the manuscript.

REFERENCES

1. Accreditation Council for Continuing Medical Education. Annual report data
2006. http://www.accme.org/index.cfm/fa/home.popular/popular_id
/127a1c6f-462d-476b-a33a-6b67e131ef1a.cfm. Accessed February 11,
2008.
2. Steinbrook R. Commercial support and continuing medical education. N Engl J
Med. 2005;352(6):534-535.
3. Iskowitz M. CME’s new order. Medical Marketing & Media. August 2006:
37-47.
4. Fletcher SW. Chairman’s summary of the conference: continuing education in
the health professions: improving healthcare through lifelong learning. http://www
.josiahmacyfoundation.org/. Accessed February 11, 2008.
5. Van Harrison R. The uncertain future of continuing medical education: com-
mercialism and shifts in funding. J Contin Educ Health Prof. 2003;23(4):198-
209.
6. Steinman MA, Baron RB. Is continuing medical education a drug-promotion
tool? Yes. Can Fam Physician. 2007;53(10):1650-1653.
7. Katz HP, Goldfinger SE, Fletcher SW. Academic-industry collaboration in con-
tinuing medical education: description of two approaches. J Contin Educ Health
Prof. 2002;22(1):43-54.
8. Ross JS, Lurie P, Wolfe SM. Medical education services suppliers: a threat to
physician education. http://www.citizen.org/publications/release.cfm?ID=7142.
Accessed February 11, 2008.
9. US Senate Committee on Finance. Committee Staff Report to the Chairman
and Ranking Member: Use of Educational Grants by Pharmaceutical Manufacturers.
Washington, DC: Government Printing Office; 2007.
10. Accreditation Council for Continuing Medical Education. ACCME standards
for commercial support. http://www.accme.org/. Accessed February 11,
2008.
11. Accreditation Council for Continuing Medical Education. ACCME policy up-
dates [August 24, 2007]. http://www.accme.org/index.cfm/fa/news.detail/news_id
/3605f21a-302a-40d1-ab4d-3ceb88087b1a.cfm. Accessed February 11,
2008.
12. Kopelow M. ACCME responds to Senate Committee on Finance Report [let-
ter to Max Baucus and Charles E. Grassley on August 3, 2007]. http://www.accme
.org/index.cfm/fa/news.detail/news_id/edf1572d-bb76-416c-9b41-86fe1f7c1055
.cfm. Accessed February 11, 2008.
13. PhRMA Web site. Code on interactions with healthcare professionals. http:
//www.phrma.org/code_on_interactions_with_healthcare_professionals/. Ac-
cessed February 11, 2008.
14. Council on Ethical and Judicial Affairs, American Medical Association. Opin-
ion E-8.061: gifts to physicians from industry. http://www.ama-assn.org/apps
/pf_new/pf_online?f_n=browse&doc=policyfiles/HnE/E-8.061.HTM&&s_t=&st_p
=&nth=1&prev_pol=policyfiles/HnE/E-7.05.HTM&nxt_pol=policyfiles/HnE/E-8
.01.HTM&. Accessed February 11, 2008.
15. Iskowitz M. CME’s open gesture. Medical Marketing & Media. August 2007:
37-48.
16. Department of Health and Human Services, Food and Drug Administration.
Guidance for industry: industry-support scientific and educational activities. Fed
Regist. 1997;62:64093-64100.
17. Studdert DM, Mello MM, Brennan TA. Financial conflicts of interest in phy-
sicians’ relationships with the pharmaceutical industry–self-regulation in the shadow
of federal prosecution. N Engl J Med. 2004;351(18):1891-1899.
18. Department of Health and Human Services, Office of Inspector General. OIG
compliance program for pharmaceutical manufacturers. Fed Regist. 2003;68:
23731-23743.
19. Brennan TA, Rothman DJ, Blank L, et al. Health industry practices that create
conflicts of interest: a policy proposal for academic medical centers. JAMA. 2006;
295(4):429-433.
20. Physician Payments Sunshine Act of 2007, S 2029, 110th Cong, 1st Sess
(2007).

COMMENTARY

1062 JAMA, March 5, 2008—Vol 299, No. 9 (Reprinted) ©2008 American Medical Association. All rights reserved.


