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Introduction
In 2008 pharmaceutical companies spent over $12 bil-
lion on product promotion and detailing aimed at U.S. 
health care practitioners.1 Drug and device manufac-
turers rely on a workforce of detailers and physician 
speakers to reach health care practitioners and nudge 
their prescribing habits. To prevent undue influence 
and protect the public fisc, a number of states began 
regulating these marketing practices, requiring com-
panies to disclose all gifts to practitioners, prohibiting 
the commercialized sale of prescription data, and pro-
hibiting certain gifts altogether. The 2010 enactment 
of the Physician Payment Sunshine Act (PPSA) marks 
the first Congressional involvement in the regulation 
of disclosure related to pharmaceutical marketing. 
Overall, the Act improves transparency in pharmaceu-
tical marketing to physicians and expands the regula-
tion of disclosure of pharmaceutical marketing activi-
ties in important substantive ways.

Current Regulation of Pharmaceutical 
Marketing to Health Care Practitioners
The PPSA builds on an existing regulatory environ-
ment of state laws and quasi-voluntary industry mea-
sures. Between 1993 and 2011 a number of states 
and D.C. passed laws that (1) require manufacturers 
to disclose payments and gifts to physicians, (2) pro-

hibit certain gifts altogether, (3) require the adoption 
of a compliance code, and (4) prohibit data mining 
of practitioners’ prescribing patterns. Nine manufac-
turers also began publicly reporting certain market-
ing expenses to health care practitioners pursuant to 
corporate integrity agreements with the Department 
of Justice; and three more began publishing similar 
reports voluntarily. Consequently, on the eve of the 
new federal disclosure requirement, the data on phar-
maceutical marketing to practitioners are scattered 
between a handful of state agencies (available upon a 
formal inquiry) and reports published on the manu-
facturers’ websites which vary in their detail and, 
according to some analysts, their usability.2

Disclosure Laws
Six jurisdictions passed laws that require pharmaceu-
tical manufacturers to disclose their spending on mar-
keting to practitioners: Maine (2006), Massachusetts 
(2009), Minnesota (1994), Vermont (2002), West 
Virginia (2004), and the District of Columbia (2004). 
Maine repealed its law in September 2011 in response 
to the enactment of the PPSA, but the other state laws 
remain effective. Each disclosure law enumerates the 
marketing expenses that must be disclosed and those 
that are exempt from disclosure, determines whether 
and what public disclosure is required, and establishes 
penalties for non-compliance. The laws require manu-
facturers to file annual reports listing all the relevant 
marketing expenses in the state for the previous cal-
endar year. These components are also present in the 
PPSA.

Overall, state disclosure laws exempt low-cost gifts, 
compensation for conducting clinical trials,3 reim-
bursements of participation in certain educational 
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events, and free sample drugs intended for patient 
use. Most disclosure laws require the disclosure of 
high-cost gifts, food and entertainment, travel reim-
bursement, and honoraria. Massachusetts and Ver-
mont adopted a stricter catchall approach, requiring 
the disclosure of all marketing that is not specifically 
exempted, whereas D.C. and Minnesota enumerate 
the required and exempted categories. West Virginia 
is an outlier in its mandate, requiring manufacturers 
to report the aggregate cost of marketing and noth-
ing more. In defining the applicable manufacturers, 
Massachusetts casts the widest net, covering all drug, 
biologic, and device manufacturers marketing their 

products directly or indirectly. The other states and 
D.C. focus on manufacturers and labelers that handle 
or distribute prescription products. The states define 
recipients as those who are licensed to prescribe medi-
cine or those who are licensed to practice health care. 
Penalties under the laws vary from $1,000 per viola-
tion in D.C. to a misdemeanor in Minnesota.

Early payments data collected under state disclosure 
laws were difficult to access because they required the 
submission of Freedom of Information Act requests 
or direct negotiations with state agencies to obtain.4 
Access has somewhat improved since, although cur-
rently only three states — Massachusetts, Minnesota, 
and Vermont — make payments information avail-
able on-line. A few problems of data usability and 
completeness have remained, however. Some firms, 
contrary to state requirements, reported payments in 
aggregated form rather than reporting payments made 
to individual physicians; payment reports were often 
handwritten or in formats that required members of 
the public wishing to analyze the data to re-enter by 
hand all information contained in reports; and in Ver-
mont, many firms designated their payments as trade 

secrets and therefore not available to the public.5 With 
the 2009 amendments to Vermont’s law that abolishes 
the trade secrets designation for payments, and with 
the passage of a demanding disclosure requirement in 
Massachusetts, there should be future improvement 
in disclosure data availability and quality.

Gift Ban Laws
Several jurisdictions also passed laws banning certain 
gifts from pharmaceutical and device manufacturers 
to practitioners. Massachusetts (2009),6 Minnesota 
(1994),7 and Vermont (2009)8 outlawed certain gifts 
directly by law, whereas California (2005),9 Con-

necticut (2011),10 Nevada (2007),11 and 
the District of Columbia (2008)12 require 
pharmaceutical and device companies 
to adopt and comply with the “Code on 
Interactions with Health Care Profes-
sionals,” developed by the Pharmaceutical 
Research and Manufacturers of America 
(PhRMA’s Code; discussed below). Finally, 
Colorado (2007)13 banned certain gifts to 
physicians affiliated with state university 
hospitals, after the state passed a constitu-
tional amendment to ban gifts to govern-
ment employees and contractors. 

PhRMA’s Code, written in 2002 and 
updated to a stricter version in 2008, pro-
hibits many of the same categories of gifts 
that are statutorily prohibited by state 

gift ban laws. Both the Code and state gift ban laws 
prohibit reimbursement of travel and entertainment, 
meals outside the office, direct payments except for 
services, honoraria to non-faculty, and items that are 
not intended for patient care. The statutory gift ban 
laws also share several of the Code’s exemptions: con-
sulting and speaker fees, contributions to sponsors of 
CME events, educational materials, and drug samples 
for patients. Colorado stands as an exception to the 
comparison, since its law – nested in an amendment 
to the state’s Constitution – applies to pharmaceutical 
marketing only tangentially, and therefore lacks some 
policy detail. 

Laws Requiring the Adoption of  
General Compliance Programs
Two states — California (2005) and Connecticut 
(2011) — require pharmaceutical companies to adopt 
compliance programs in accordance with the Office of 
Inspector General’s “Compliance Program Guidance 
for Pharmaceutical Manufacturers.”14 The guidance 
lists several elements for companies to consider when 
creating a compliance program: (1) written policies, 
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(2) the designation of a compliance officer and other 
appropriate bodies, (3) a training program, (4) a line 
of communication between the compliance officer and 
all employees, (5) risk evaluation to monitor compli-
ance, (6) development of policies to deal with employ-
ees and entities who are excluded from participation 
in federal health care programs, and (7) policies for 
investigating noncompliance. The autonomous nature 
of these laws and the broad language of the guidance 
assure that the requirement to adopt a compliance 
program is not onerous for the manufacturers. 

Data Mining Laws 
Four states — Maine (2006), Massachusetts (2009), 
New Hampshire (2006), and Vermont (2007) — 
passed laws that limited the practice of data mining 
— collecting and selling physician-level prescription 
statistics. The prescription data were used by pharma-
ceutical companies to guide the companies’ marketing 
efforts. The rationale for the laws was twofold: to pro-
tect physicians’ privacy and to minimize abuse in phar-
maceutical marketing to physicians. The laws were 
met with resistance from pharmaceutical intelligence 
companies, such as IMS Health, which challenged the 
laws in Vermont, Maine, and New Hampshire. After 
a few mixed rulings on the laws in the lower courts,15 
the U.S. Supreme Court struck the laws down in 2011 
as unconstitutional restrictions on speech.16 Although 
the Massachusetts data mining law has not been chal-
lenged, it is probably unenforceable after the Supreme 
Court’s ruling. 

Quasi-Voluntary Disclosure and Compliance by 
Pharmaceutical Companies
Besides state laws, the Department of Justice has 
negotiated settlements with several pharmaceuti-
cal companies, requiring the manufacturers to pub-
lish their payments to physicians. Eli Lilly was the 
first to announce its payments reporting as part of 
the settlement, stating in 2008 that it would begin 
disclosing physician payments in excess of $500.17 
Lilly first reported payments to physicians acting as 
advisors and speakers for the company, later expand-

ing the disclosure to travel, entertainment, and 
gifts. Other major pharmaceutical companies, such 
as Merck, GlaxoSmithKline, Johnson & Johnson, 
Novartis, AstraZeneca, and Pfizer began disclosing 
certain payments to physicians as well. Of the dozen 
pharmaceutical companies that currently publish 
their payments to physicians, only GlaxoSmithKline, 
Merck, and ViiV are not required to do so by a cor-
porate integrity agreement with the Department of 
Justice. 

Additionally, and more voluntarily, eleven of the 12 
largest (by revenue) pharmaceutical companies are 

among the signatories to PhRMA’s Code, indicating an 
“intention” to abide by the Code. As discussed supra, 
however, only a few states monitor the commitment of 
the companies to these declared intentions. 

The Physician Payment Sunshine Act and 
Proposed Rule
The Physician Payment Sunshine Act
In 2010 Congress passed the Patient Protection 
and Affordable Care Act,18 comprising among its 
provisions the Physician Payment Sunshine Act.19 
The PPSA requires “applicable manufacturers” to 
disclose “payments or other transfers of value” to 
“covered recipients,” beginning in January 2012. 
An ‘applicable manufacturer’ under the Act is “a 
manufacturer of a covered drug, device, biological, 
or medical supply [in the U.S.].”20 The Act defines a 
‘covered recipient’ as a physician or a teaching hospi-
tal;21 and a ‘physician’ as a doctor of medicine, a den-
tist, a podiatrist, an optometrist, or a chiropractor,22 
thus excluding some health care professionals, such 
as nurse practitioners and physician assistants, who 
are authorized to prescribe medications in all of the 
states. The PPSA requires the disclosure of all pay-
ments or transfers of value — except those excluded 
by the statute — and provides several categories to 
classify the transfers of value when reporting. The 
Act also requires manufacturers to report their aggre-
gate marketing expenses by state. The proposed rule 
under the PPSA, released by the Secretary of Health 
and Human Services in December 2011, clarifies the 

Besides state laws, the Department of Justice has negotiated settlements with 
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definitions of the Act and the financial relationships 
covered. 

The PPSA anticipates interaction with current 
state disclosure laws by including a narrowly-tai-
lored preemption clause, which preserves nearly all 
existing state regulation of pharmaceutical market-
ing to health care professionals.23 The clause pre-
empts state laws that require the disclosure of the 
same types of transfers of value, between manufac-
turers and recipients covered by the PPSA. How-
ever, the PPSA does not preempt any state laws 
that (1) require the disclosure of a different type 
of information, (2) require the disclosure of infor-
mation exempted from disclosure by the PPSA, (3) 
require disclosure relating to parties other than an 
applicable manufacturer and a covered recipient, as 
defined by the PPSA, and (4) requiring disclosure to 
a government entity “for public health surveillance, 
investigation, or other public health purposes or 
health oversight purposes.”24 As a result, states are 
free to regulate pharmaceutical marketing except 
where the PPSA requires the disclosure of the same 
type of payment or gift from an applicable manufac-
turer to a covered recipient.

Throughout the PPSA, Congress delegates the 
promulgation of details about disclosure and applica-
bility to the Secretary of Health and Human Services, 
and requires the Secretary to establish procedures for 
the submission of information to CMS and for the 
public availability of information. 

The 2011 Proposed Rule
In December 2011, the Centers for Medicare & Med-
icaid Services (CMS) published a proposed rule (Rule) 
to implement the PPSA.25 The Rule interprets several 
statutory definitions and elaborates on the form and 
content of the disclosure reports. Overall, the Rule 
moderately broadens the PPSA to assure complete-
ness and accuracy of data, leaving room for an even 
broader implementation. Because CMS released the 
Rule over two months after the statutory deadline, 
the Rule also delays the implementation date for 
disclosure.

In interpreting the definition of an applicable man-
ufacturer, the Rule proposes excluding manufacturers 
that only manufacture over-the-counter (OTC) drugs 
or devices that do not require pre-market approval, 
such as tongue depressors and elastic bandages. How-
ever, if a single product of the manufacturer falls under 
the statutory definition, the manufacturer would have 
to disclose all marketing expenses for all products. 
The Rule also elaborates on four of the fifteen nature-
of-payment categories that manufacturers must use 
for each disclosed payment, restricting the defini-

tions of “charitable contribution” and “research,” and 
interpreting broadly the definition of “a speaker for a 
medical education program” as encompassing speak-
ing fees in general. 

The Effect of the PPSA on Existing 
Regulation
The Legal Effect of the PPSA
Although the preemption clause of the PPSA ostensi-
bly leaves state laws intact, the Act creates an entan-
gled federal-state disclosure system for the industry, 
as the PPSA’s definitions of an “applicable manufac-
turer” and a “covered recipient” preempt state laws 
only where they concern those defined manufacturers 
and recipients. As a result, manufacturers will have to 
report payments to physicians and teaching hospitals 
to the U.S. Department of Health and Human Ser-
vices; and separately report payments to other health 
care professionals in Vermont, Massachusetts, Minne-
sota, and D.C. A similar doubling in reporting applies 
to West Virginia, which mandates the disclosure of 
aggregate marketing expenses rather than transac-
tion-level reports. There, companies will first have to 
report the aggregate cost of marketing to physicians 
and teaching hospitals under the PPSA, and then sep-
arately report the aggregate cost of marketing to other 
health care professionals under West Virginia’s law. 

In addition to dissecting the disclosure of market-
ing expenses, the PPSA also loosens the disclosure 
requirements in Vermont. Vermont requires the dis-
closure of all gifts regardless of value whereas the 
PPSA only requires the disclosure of gifts worth over 
$10. Where the PPSA preempts Vermont’s law and 
imposes its own requirements, the Act also wipes out 
the requirement to disclose gifts worth less than $10. 
This interaction with Vermont’s law is probably insig-
nificant however, because currently available disclo-
sures show that physicians rarely receive gifts worth 
less than $10. 

The Practical Effect of the PPSA
Because there are important differences between the 
PPSA and the state disclosure laws, the PPSA could 
lead to a number of effects that were not observed 
at the state level. Empirically detecting these PPSA 
effects will be important but will be challenging: mar-
keting payments were obviously not disclosed prior 
to the disclosure law, so we only have information on 
payments made after the law went into effect. Con-
sequently, some effects of PPSA can only be inferred 
indirectly. In this section, we note some of the possible 
effects of PPSA and suggest, where feasible, ways to 
empirically detect these effects.
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One important difference between PPSA and the 
state disclosures is that the federal law only requires 
the disclosure of payments that have been made to 
doctors of medicine and osteopathy, dentists, podia-
trists, and chiropractors. The disclosures exclude pay-
ments made to other kinds of clinicians who also have 
prescribing authority, such as physician assistants 
and nurse practitioners. We predict that the narrower 
PPSA definition of what constitutes a recipient will 
lead to a shifting of payments towards non-reportable 
clinicians. Because payments to non-reportable health 
care practitioners are by definition not documented, 
one way to empirically detect this kind of shifting 
of payments will be to observe whether payments to 
reportable clinicians remain stable or decrease, par-
ticularly in states where physician assistants and 
nurse practitioners have broad prescribing authority.

Second, PPSA requires a relatively high standard 
of data accessibility relative to existing state laws. In 
particular, “the information submitted… [is to be] 
made available through an Internet website that is 
searchable and is in a format that is clear and under-
standable…[and]…contains information that is able 
to be easily aggregated and downloaded.”26 As noted 
earlier, only three states — Massachusetts, Vermont, 
and Minnesota — have made their disclosure infor-
mation available on-line. In other states, the data are 
not available publicly, and in West Virginia, there is 
an explicit provision in the law that the data cannot 
be requested through the Freedom of Information 
Act. The net impact of this greater data accessibility is 
ambiguous. With greater ease of access, the payments 

information will be more amenable to analysis and 
scrutiny by patients, interested groups, and the media 
— and this additional scrutiny may curtail many kinds 
of industry-physician relationships. Some of these 
curtailed relationships may be essentially quid pro 
quo monetary exchanges for increased prescribing, 
but other discontinued relationships may be impor-
tant for product innovation and development. If the 
public and media can, based on the disclosed informa-
tion, discriminate well between payments made solely 
for marketing purposes and those made for services 
that are helpful for innovation, the net effect of data 
accessibility will be positive; if the disclosed informa-
tion paints all payments, including those that foster 
innovation and improve public welfare, with a broad 
negative brush, data accessibility may curtail some 
useful kinds of payments.

Increased data accessibility generates incentives 
for firms to avoid public backlash, and firms could 
respond in both positive and negative ways. On the 
one hand, firms could cut back on gifts and obvious 
marketing-related payments, which are likely to cause 
the most public uproar; on the other hand, firms could 
respond by under-reporting payments or misclassify-
ing payments into non-reportable categories, leaving 
actual payments unchanged.

Third, PPSA requires disclosure of an impor-
tant new category that has not been truly tested in 
the states. It requires the reporting of payments for 
research, including clinical trials. Payments for clini-
cal trials have traditionally been exempt from state 
disclosure laws, and Vermont only recently required 

Table 1
Overview of State Laws Regulating Pharmaceutical Marketing to Practitioners

State Disclosure
Gift Ban –  
Statutory

Gift Ban – 
PhRMA’s Code

Data
Mining

Compliance 
Program

California   2005-  2005-

Colorado  2007-    

Connecticut   2011-  2011-

D.C. 2004-  2008-   

Maine 2006-2011   2006-2007  

Massachusetts 2009- 2009-  2009-2011  

Minnesota 1994- 1994-    

Nevada   2007-   

New Hampshire    2006-2007  

Vermont 2002- 2009-  2007-2010  

West Virginia 2004-     
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reporting for clinical trials, where payments for 
these trials must be reported four years after the trial 
has completed or at the time of product approval, 
whichever comes first. PPSA follows a similar model 
of allowing for delayed reporting of payments for 
research. Because these kinds of payments are likely 
to dwarf by multiple magnitudes payments related to 
physician practice, and because they reflect a differ-
ent kind of industry-physician relationship, it is not 
clear how this information will be used, interpreted, 
or understood by the public, especially if there is an 
four-year delay in reporting. There is likely to be some 
controversy and dispute around the reporting of pay-

ments designated for research because the public may 
have difficulty distinguishing between “good” research 
payments (i.e., those used to contribute to the knowl-
edge base and increase innovation) and “bad” research 
payments (i.e., those used to finance low-quality proj-
ects that are used primarily for marketing).

As the first step in federal regulation of disclosure of 
pharmaceutical marketing payments to practitioners, 
the PPSA is sweeping in its scope. Unlike state laws, 
the PPSA requires the disclosure of all marketing in 
the nation as well as state-level reports. The PPSA is 
also strict, establishing high penalties for violations, 
employing a “catchall” prohibition as well as a low 

Table 2
State Statutes and Agency Regulations

State Disclosure
Gift Ban – 
Statutory

Gift Ban – 
PhRMA’s Code

Data
Mining

Compliance 
Program

California   
Cal. Health & Safety 
Code § 119402

 
Cal. Health & 
Safety Code § 
119402

Colorado  
Colorado Consti-
tution, Art. XXIX, 
§ 3.

   

Connecticut   CT ST § 21a-70e  CT ST § 21a-70e

District of 
Columbia

D.C. Code §§ 48-
833.01 et seq.;  
D.C. Mun. Regs. tit. 
22-B, §§ 1800.1, et 
seq.

 

D.C. Code §§ 
3-1207.41, et seq. 
and D.C. Code § 
48–842.01, et seq.; 
D.C. Mun. Regs. tit. 17, 
§§ 8300, et seq.

  

Maine
22 M.R.S. § 2698-A;  
10-144-275 Me. Code 
R. §§ 2.01 et seq.

  
22 M.R.S.A. § 
1711-E

 

Massachusetts

Mass. Gen. Laws Ann. 
c. 111N, §§ 1-7; 
105 C.M.R. § 970.000, 
et seq.

Mass. Gen. Laws 
Ann. c. 111N, §§ 
1-7; 105 C.M.R. §§ 
970.000, et seq.

 
105 C.M.R. § 
970.005

 

Minnesota Minn. Stat. Ann. § 
151.47

Minn. Stat. Ann. § 
151.461

   

Nevada   
Nev. Admin. Code §§ 
639.616 - 639.619

  

New 
Hampshire    

N.H.Rev.Stat. 
Ann. §§ 318:47-
f, 318:47-g, 
318-B:12(IV)

 

Vermont 18 V.S.A § 4632 18 V.S.A. § 4631a  18 V.S.A. § 4631  

West Virginia
W. Va. Code § 16-
29H-8; WV ADC § 
210-1-1 et seq.
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Table 3
Comparison of Disclosure Provisions 

The PPSA DC MA MN VT WV

Manufacturer
Drug, device, 
biologic, medi-
cal supply

Manufacturer or 
labeler of prescrip-
tion drugs

Drug, biologic, 
device, manufac-
turing, directly or 
indirectly

Wholesale drug 
distributors

Manufacturer 
of prescribed 
products

Drug manufac-
turer, pharma-
ceutical manufac-
turer, and labeler 
of prescription 
drugs

Recipient
Physician 
Teaching 
hospital

All persons and 
entities licensed to 
provide health care 
in the District and 
their employees

A person autho-
rized to prescribe, 
dispense, or pur-
chase prescription 
drugs or medical 
devices

Practitioners 
(licensed doc-
tors of medicine, 
physician assistants 
and nurses autho-
rized to prescribe 
medicine)

Health care pro-
vider (a person 
authorized by 
law to provide 
professional 
health care 
service)

Prescribers 
(physicians or 
other health 
care profes-
sionals licensed 
to prescribe 
drugs)

$ Threshold
$10, unless ag-
gregate annual 
exceeds $100

$25 per day per 
recipient $50 per incident

$100 per recipient 
requires detailed 
disclosure

$0 $100 

Consulting Fees Disclose Disclose Catchall 
disclosure Disclose Catchall 

disclosure n/a

Honoraria Disclose Disclose Catchall 
disclosure Disclose Catchall 

disclosure n/a

Gift Disclose Disclose Catchall 
disclosure n/a Catchall 

disclosure n/a

Entertainment and 
Travel Disclose Disclose Catchall 

disclosure n/a Catchall 
disclosure n/a

Food Disclose Disclose Catchall 
disclosure n/a Catchall 

disclosure n/a

Research/Clinical 
Trials Disclose Excluded Excluded n/a Disclose Excluded

Royalty or License Disclose n/a Catchall 
disclosure n/a Excluded n/a

Investment Interest Disclose n/a Catchall 
disclosure n/a Catchall 

disclosure n/a

Role in CME Disclose n/a Catchall 
disclosure n/a Catchall 

disclosure n/a

Grant Disclose Disclose Catchall 
disclosure n/a Catchall 

disclosure n/a

Product samples Catchall 
disclosure Disclose Catchall 

disclosure n/a Catchall 
disclosure n/a

Samples for 
Giveaway Excluded Excluded Excluded Excluded Disclose Excluded

Educational materi-
als for patients Excluded n/a Catchall 

disclosure n/a Catchall 
disclosure n/a

Discounts and 
rebates Excluded Disclose Catchall 

disclosure n/a Excluded n/a

In-kind items for 
charity care Excluded n/a Excluded n/a Catchall 

disclosure n/a

Any share in a secu-
rity and mutual fund Excluded n/a Catchall 

disclosure n/a Catchall 
disclosure n/a

Payment solely for 
non-medical profes-
sional services

Excluded n/a Catchall 
disclosure n/a Catchall 

disclosure n/a
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reportable threshold, and enjoying the backing of the 
U.S. Department of Justice. With the exception of 
its narrow definition of a recipient, which creates an 
unusual incentive to market to non-physician health 
care professionals, the PPSA is comparable to the 
broad disclosure laws of Massachusetts and Vermont. 
The new regulatory requirement increases the cost of 
compliance for manufacturers, and leaves the possi-
bility of under-reporting as a result. Although federal 
enforcement can be more vigilant and effective than 
the enforcement in many states, the PPSA provides 
no systematic way to check for non-compliance or the 
submission of poor or inaccurate information. 

The PPSA is broad in its geographic and policy 
scope, but the Act only addresses transparency, short 
of the existing state regulation of marketing conduct 
directly. It has yet been shown that disclosure alone 
affects the marketing practices of pharmaceutical 
companies or the opinion of consumers. The next 
incremental step is the requirement that all manufac-
turers adopt and comply with PhRMA’s Code, which 
already bears their signatures. In the alternative, 
federal policymakers should consider a more objec-
tive statutory guidance on pharmaceutical marketing 
to health care practitioners. In addition, empirical 
research on both the intended and unintended con-
sequences of PPSA will be important as policymakers 
seek a level of pharmaceutical marketing regulation 
that protects the public while not curtailing beneficial 
physician-industry relationships.
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