
conflicts of interest.2–5 Clinical research is dictated by
the need to promote products of industry. In this sense,
academics may have indeed lost control of the clinical
research agenda. Many important questions in clinical
research have no connections with specific products
and thus would not be supported by industry.8 Such
questions may never be funded or may not be cited
frequently once published.

The recent increase in funding for profit may not be
solely due to the need of industry to advertise. Recent
cuts in government research budgets, together with the
steady increase of applications for funding, provide an
opening for the private sector.9 10 Trials sponsored by
industry are more likely to show favourable outcomes,11

and be published in prestigious journals. Randomised
controlled trials usually receive many citations,12

especially if they show “positive” results. Citations
strengthen the prestige of the journal, and journals may
wish to publish only those papers that are likely to be
cited often, thereby creating a vicious circle.

The future of academic medicine
Our findings are in line with the scenario of “Academic
Inc,” with academic medicine evolving into an efficient
enterprise that is directed by profit with strong ties to
other profit making corporate structures.13 Our
findings do not agree with a scenario where academic
medicine disappears. Most influential research origi-
nates from the US and other wealthy countries, a situa-
tion that is dissonant with a global view of health needs.
Government and the public sector still make major
contributions to academic research, despite the rapid
increase in industry sponsorship. Medical research
should reflect public needs more closely.
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Commentary: Is society losing control of the medical research
agenda?
Brendan Delaney

Funding for medical research comes from three
sources: government, charities, and industry. Research
funded by industry should benefit the public, but as an
aside to commercial interests. Patsopoulos et al
compared the proportion of the most frequently cited
articles in the Institute for Scientific Information data-
base that were funded by public or industry sources
over the past decade.1 They found a significant trend
towards funding by industry, despite the continued
dominance of academics as authors. If we take this as a
robust finding, three questions arise: why is this
happening; what are its implications; and what, if any-
thing, should be done about it?

Clinical academic medicine has long had ties with
industry—academics are funded to speak at confer-
ences, provide consultancy, or help design and conduct
studies. In many countries, academia is increasingly
adopting a commercial approach, as universities seek
alternative sources of income in response to declining
public investment. The rise in the influence of industry
may be as much pull as push, especially where science
parks, commercial spin-offs, and intellectual property
rights are concerned. However, this increasing

What is known on this topic

Academics may be losing control of the research agenda and of clinical
research at large

What this study adds

Most of the frequently cited papers on medical research in the past
decade continue to have authors with academic affiliations

Since 1994, biotechnology and drug companies have provided funding
to an increasing proportion of frequently cited studies

Industry funding has become ubiquitous for frequently cited
randomised controlled trials, and most of these influential trials have
no other sources of funding

This article was posted on bmj.com on 17 March 2006: http://bmj.com/
cgi/doi/10.1136/bmj.38771.471563.80
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“privatisation” of public life has implications for society
as a whole.

The production of national guidelines that are both
evidence based and cost effective may pitch society
against the interests of industry. For example, most of
the evidence on which the 2004 NICE (National
Institute for Health and Clinical Excellence) guidelines
on dyspepsia are based came from randomised control-
led trials funded by industry.2 This created several distor-
tions in the evidence base. Firstly, evidence from trials of
proton pump inhibitors was abundant compared with
data for off-patent treatments such as metoclopramide
or lifestyle interventions. Secondly, placebo was chosen
as a comparator when “current” treatment would have
been better. Thirdly, in one instance (cisapride in
non-ulcer dyspepsia) a large number of poor quality
studies funded by industry led to a result that was later
discounted as potentially biased (figure).3

The issues raised in the paper by Patsopoulos et al
are pertinent to many areas of life, not just medicine.
When she was Britain’s prime minister, Margaret
Thatcher said, “There is no such thing as society.”5

Although we cannot ignore or shun industry, there is
such a thing as civic society, and effective mechanisms

are needed to protect its interests against those of
private individuals and corporations. Absolute trans-
parency of declaration of interests is one mechanism,
and investment in detailed analysis of potential bias
and evidence gaps in the production of guidelines is
another. Public funding for research needs to concen-
trate on these gaps—for example, by comparing new
drugs with cheaper and older ones and complex and
behavioural interventions that cannot be patented.
Industry should also be more transparent over trial
registration and public access to data that affect patient
care. A decline in public funding for high quality
research is worrying and would ultimately harm
patients. However, recent funding announcements in
the United Kingdom indicate that government
recognises this threat, and some correction of the
balance should take place in the coming decade.6
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Active and passive smoking and development of glucose
intolerance among young adults in a prospective cohort:
CARDIA study
Thomas K Houston, Sharina D Person, Mark J Pletcher, Kiang Liu, Carlos Iribarren, Catarina I Kiefe

Abstract
Objective To assess whether active and passive
smokers are more likely than non-smokers to develop
clinically relevant glucose intolerance or diabetes.
Design Coronary artery risk development in young
adults (CARDIA) is a prospective cohort study begun
in 1985-6 with 15 years of follow-up.

Setting Participants recruited from Birmingham,
Alabama; Chicago, Illinois; Minneapolis, Minnesota;
and Oakland, California, USA.
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Funnel plot4 showing asymmetry in meta-analysis of randomised
controlled trials of cisapride versus placebo in non-ulcer dyspepsia.
If relative risk (effect size) is plotted against 1/standard error, small
negative trials should balance small positive trials. This plot indicates
an absence of negative trials, which biases the pooled effect.

This is the abridged version of an article that was posted on
bmj.com on 7 April 2006: http://bmj.com/cgi/doi/10.1136/
bmj.38779.584028.55
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