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Abstract

and poor countries, are unwilling to incur extra costs.

Pharmaceutical companies spend huge sums promoting their products whereas regulation of promotional activities
is typically underfinanced. Any option for financing the monitoring and regulation of promotion should adhere to
three basic principles: stability, predictability and lack of (perverse) ties between the level of financing and
performance. This paper explores the strengths and weaknesses of six different models. All these six models
considered here have positive and negative features and none may necessarily be ideal in any particular country.
Different countries may choose to utilize a combination of two or more of these models in order to raise sufficient
revenue. Financing of regulation of drug promotion should more than pay for itself through the prevention of
unnecessary drug costs and the avoidance of adverse health effects due to inappropriate prescribing. However, it
involves an initial outlay of money that is currently not being spent and many national governments, in both rich
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Background

Pharmaceutical companies spend vast sums promoting
their products. In Italy in 1998 the figure was US $1.1
billion [1] and in the United States (US) companies
spent US $57.5 billion in 2004 [2]. Promotion to doctors
has been extensively studied and all forms — receiving
information that originates with drug companies, using
samples, taking gifts — is almost never associated with
better prescribing [3-5]. The poor quality of medical
journal advertising is a global issue [6]. Direct-to-
consumer advertising (DTCA) is costly and drives up
spending on medications; the 50 drugs that were the sub-
ject of DTCA accounted for almost as much of the in-
crease in US spending on pharmaceuticals as the 10,000
that were not advertised directly to the public [7]. DTCA
has never been reliably shown to improve compliance,
lead to more appropriate early diagnosis of under-treated
conditions, or prevent hospitalizations and serious dis-
ease consequences [8]. There is also indirect evidence
that DTCA leads to negative health outcomes. Requests
by “standardized” patients for a prescription for
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paroxetine (Paxil, a selective serotonin reuptake inhibitor
antidepressant) for symptoms of adjustment disorder
lead to a prescription in 55% of the cases despite the fact
that medications are not indicated for the diagnosis [9].
Exposing patients to medications that will not benefit
them means that no side effects are justified.

By law, companies are only allowed to promote drugs
for uses for which the national regulatory authority has
approved their use. Illegal off-label promotion has both
negative health and economic consequences. Eli Lilly il-
legally promoted olanzapine (Zyprexa) for the treatment
of dementia [10,11]. Nursing homes residents with de-
mentia who are exposed to antipsychotic drugs such as
olanzapine have a two times greater risk of an adverse
event compared to those not taking these medications
[12]. Illegal promotion of gabapentin (Neurontin) for
off-label uses that had no scientific basis meant that
sales rose from US $98 million in 1995 to nearly US $3
billion in 2004 [13]. Pfizer was fined $430 million in
2004 for its off-label promotion of gabapentin and its
lawyers assured the US Attorney’s Office that the com-
pany would stop promoting drugs for unauthorized uses.
Five years later Pfizer was once again fined, this time a
then record of $2.3 billion for illegal promotion of valde-
coxib (Bextra) and three other drugs [10]. The case of
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Pfizer illustrates that finding illegal promotion after it
has occurred and then levying large fines is not enough
to prevent the practice. Fines do not work because the
profits to be made from this activity are much larger
than the fines [10].

In countries such as the US where there is direct gov-
ernment control over promotion the number of people
and the amount of money spent are grossly inadequate.
In 2002 the FDA created a Review Group to oversee
DTCA of prescription drugs but there were only seven
people to monitor 10,000 pieces of promotion [14]. By
2008, the Review Group had expanded to eleven people
but at the same time the amount of material it had to re-
view had increased to over 20,000 items annually [15].
Overall, the FDA receives in the order of 75,000 to 80,000
individual pieces of promotional material per year [16]
and as of 2008 had just 50 full-time staff and a budget of
$9 million [17], an amount of money that is dwarfed by
what the pharmaceutical industry spends on promotion.
The FDA has acknowledged that it can’t review all sub-
missions because of the volume that it receives [18].

Most countries have delegated the authority to indus-
try to voluntarily control its own promotion. In the Uni-
ted Kingdom where this type of regulation is practiced
the Prescription Medicines Code of Practice Authority
has an annual budget of about £1,000,000 [19] but in
most countries with voluntary industry regulation the
amount spent is unknown. Voluntary self-regulation
seems an attractive option because, lacking government-
industry adversariness, it is a flexible and cost-effective
option [20]. The problem is that industry will always be
tempted to exploit the privilege of self-regulation by pro-
ducing a socially sub-optimal level of compliance with
regulatory goals. Trade associations vested with the au-
thority to regulate drug promotion have almost uni-
formly made few systematic efforts to either monitor the
advertising practices of their members or to enforce
compliance. The mission of trade associations is primar-
ily to increase sales and profit. From the business per-
spective, self-regulation is mostly concerned with the
control of anti-competitive practices. Therefore, when
industrial associations draw up their codes of practice
they deliberately make them vague or do not cover cer-
tain features of promotion to allow companies a wide
latitude. Previous work on the regulation of drug promo-
tion has identified the deficiencies in protecting public
health in the various regulatory systems currently used
and concluded that any regulatory system needs to be
independent of the pharmaceutical industry [20,21]. But
to date there has not been any systematic discussion of
how to fund an independent regulatory authority and
without financing in place little is likely to happen.

The purpose of this paper is to fill this gap in the lit-
erature by exploring various models for generating the
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revenue needed. Here promotion is defined as any type
of direct communication regarding prescription medica-
tions between pharmaceutical companies and either
doctors or patients, including company controlled edu-
cational events, the giving of gifts and the provision of
drug samples.

This paper comes out of a project initially conceived by
Health Action International (HAI) [22], a consumer-
based non-governmental organization, on how to incorp-
orate the World Health Organization's Ethical Criteria
for Medicinal Drug Promotion into national legislation.
As part of the project HAI convened an expert inter-
national panel on promotion of which the author was a
member. The basic principles that should inform any
funding model for the regulation of promotion were dis-
cussed in an iterative manner by the expert panel both in
person and through e mail until a consensus was reached.
Similarly, the different types of funding models were iden-
tified by the panel and through a review of the literature.

Discussion

Criteria for determining how much money is required
Controlling the promotion of medicines is essential for
public health purposes. Needless to say, any such control
requires resources — time, energy, expertise and money.
The amount required to regulate the promotion of med-
icines will depend on the number of personnel, their
qualifications and the support (computers, travel
expenses, training, etc.) required. The level of resources
will depend on a variety of factors including:

e The scope of promotional activities to be monitored
and how much promotion takes place;

e Whether monitoring will be active (initiated by
the regulatory authority) or passive (using a
complaints-based system);

e Whether promotional material will be pre-screened,
i.e., examined for compliance with the regulatory
code, before being disseminated;

e Whether or not the regulatory body functions
independently and needs to be financially
self-sufficient or is part of a larger regulatory authority
and can draw resources from its parent body.

Fundamental aspects of any financing model
Financing needs to be both stable and predictable. If the
financing is not predictable then the regulatory body
cannot plan future activities. If the amount of money is
not stable then the agency would not be able to guaran-
tee the maintenance of standards and might be forced to
cut back on its activities.

A third principle that must be respected in order to
preserve the agency’s independence is that the level of fi-
nancing must not be tied to performance criteria set up
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for the regulatory body. (Performance standards should
reflect public health objectives not financial require-
ments.) In the US, the Food and Drug Administration
(FDA) has a statutory requirement to complete its re-
view of 90% of new drug applications within specific per-
iods of time. If the FDA fails to meet that obligation
then renewal of legislation that allows it to collect user
fees from industry may be endangered. Carpenter et al
[23] concluded that for drugs approved in the immediate
pre-deadline period the FDA does a less thorough job of
reviewing drugs in order to avoid crossing the deadline
and potentially jeopardizing its revenue.

Imposing standards on regulatory bodies in the name
of “efficiency” usually benefits the industry being regu-
lated more than it benefits public health. Revenue to the
Canadian drug regulatory agency will suffer if reviews of
new drug applications are not completed within the tar-
geted time. If the actual performance in a given fiscal
year is more than 10% off the target, penalties apply.
Fees are then reduced for the next reporting year by a
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percentage equivalent to the performance not achieved,
up to a maximum of 50%; so if reviews are 20% over the
time allowed fees will drop by 20% [24].

Thus the three fundamental aspects of any model for
financing the monitoring and regulation of promotion
are: stability, predictability and lack of (perverse) ties be-
tween the level of financing and performance. The next
section of this paper looks at various models in light of
these three criteria and discusses other strengths and
weaknesses the models have.

Financial models
Six possible models are available to generate revenue for
regulating promotion (Table 1):

1. A fee paid by pharmaceutical companies for each
unique piece of promotional material (pamphlet,
direct mail, advertisement, written or visual content
of company-controlled continuing education, etc.)
that they create or an overall tax on promotion;

Table 1 Comparison of financial models against the three fundamental criteria

Approach

Criteria

Stability of funding

Predictability of funding

Preserves independence

Other features of approach

Fee for each item
of promotion

Fee paid by companies
to regulatory authority
to examine new drug
applications and/or
annual licensing fees

Fee for every
prescription dispensed

Fines paid by companies
for code violations

Using tax revenue

Payments from social
insurance funds

Yes, unless dramatic
decrease in overall
promotion or amount
spent on promotion

Not necessarily, would
depend on the number
of new drug applications
submitted annually

Yes

Not necessarily, depends
on how stringent code
provisions are and how
vigilant enforcement is

May depend on relationship
between government and
industry

Depends on whether
payments are made on
voluntary basis or
mandated by legislation

Yes, unless dramatic
decrease in overall
promotion or amount
spent on promotion

Not necessarily, would
depend on the number
of new drug applications
submitted annually

Yes

Not necessarily, depends
on how stringent code
provisions are and how
vigilant enforcement is

May depend on
relationship between
government and industry

Depends on whether
payments are made on
voluntary basis or
mandated by legislation

May create close relationship
between industry and
regulator

May create close relationship
between industry and
regulator

Yes, but potentially not if
companies pay a fee for
every prescription dispensed
for their products

Yes

May depend on relationship
between government and
industry

Yes

In Canada industry
cooperation is voluntary

In the Australian variant
some of the money

is returned to the industry
association to help fund
its self-regulatory system

Can be seen as a tax on
the poor and sick;

May not be feasible in
developing countries
where drugs are often
bought through informal
channels; Would not work
in developed countries
where the public health
system covers most of the
cost of medications

Could encourage vigorous
enforcement of code to
increase revenue to
regulator; Might be

useful as a supplementary
source of income

Financing could be tied

to health care system
savings due to better
regulation of promotion;
Proper drug use might not
necessarily lead to savings

Financing could be tied to
health care system savings
due to better regulation
of promotion
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2. A fee paid by pharmaceutical companies to
regulatory authorities when drugs are submitted for
approval and/or annual fees paid for drugs already
on the market;

3. A fee from payers (government, insurance plans,
individuals) or pharmaceutical companies for each
prescription dispensed;

4. A fine paid by pharmaceutical companies for
violations of the regulatory code;

5. Public funding from general tax revenue;

6. Payment from social insurance/mutual insurance
funds.

Fee for each piece of printed promotional material or an
overall tax on promotion

This is the model used by the Pharmaceutical Advertising
Advisory Board (PAAB) in Canada. Companies that be-
long to Canada’s Research-Based Pharmaceutical Com-
panies (Rx&D) have voluntarily agreed to submit all
printed material to the PAAB before it is circulated thus
allowing material to be prescreened. The PAAB evaluates
the material based on its Code of Advertising Acceptance
[25] and either approves it for use or sends it back to the
company for modification. There is a fee for each piece of
promotional material and these fees cover all of the
PAAB’s operating costs making it financially independent.
Fees are adjusted depending on the resources required to
run the organization.

Since the PAAB is dependent on the voluntary cooper-
ation of the membership of Rx&D it is theoretically pos-
sible that the membership could decide to end its
relationship with the PAAB but that is highly unlikely as
it might trigger direct government intervention in the
regulation of promotion. Therefore, the income that the
PAAB receives is likely to be stable and predictable bar-
ring a major change in the amount of promotion under-
taken by companies. If other countries chose to adopt
this model they should use legislation to require that all
material be submitted for prescreening before marketing
rather than relying on voluntary cooperation. If there is
a significant shift from printed promotion to other
forms, e.g., company-sponsored continuing medical edu-
cation, then the PAAB’s revenue could decline but so far
that has not happened. Additionally, some countries
may not have a sufficient volume of printed promotional
material to make this a feasible way of financing a regu-
latory agency.

A major drawback to this form of revenue generation
is the close relationship between the PAAB and the drug
companies. While not identical to a system where in-
come depends on performance, tying funding exclusively
to fees from the pharmaceutical industry may create a
situation where the regulator is too close to the compan-
ies that it regulates. In the case of the PAAB it may feel
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obligated to approve a certain percentage of material
submitted to it or when it sees questionable material
may be willing to give companies the benefit of the
doubt. So far there is no empirical data to support these
concerns.

Significant weaknesses in the PAAB code can lead to
deceptive advertising that could compromise public
health. These deficiencies may reflect either the fact that
industry directly finances the PAAB, the composition of
the PAAB board with its industry representation or a
combination of both. Among others, examples of pro-
blems with the PAAB code are: detailed prescribing in-
formation does not have to appear with the display
advertising; statements about intermediate outcomes are
allowed as long as it is stated that their clinical signifi-
cance is unknown.

Italy levies a 5% tax on the yearly promotional expen-
ditures of all international and national pharmaceutical
companies that target Italian health professionals. This
money is then used to finance an independent program
of research on drugs [26]. A similar tax could be used to
fund the regulation of promotion.

Fee paid by pharmaceutical companies to the regulatory
authority

Under a memorandum of understanding, the Medicines
and Healthcare products Regulatory Authority (MHRA)
(United Kingdom) through its Advertising Standards
Unit (ASU) shares jurisdiction over the control of pro-
motion for prescription drugs with the Prescription
Medicines Code of Practice Authority, an industry
affiliated body. The MHRA derives its total income from
licensing fees paid by the pharmaceutical industry and
uses some of the money to run the ASU.

In a variant of this system, a portion of the fees
paid by pharmaceutical companies to the Australian
Therapeutic Goods Administration are given back to
the industry association, Medicines Australia (MA).
MA then uses this income plus membership dues, fees
for evaluating some promotional items and fines to
fund a self-regulatory system. [Ken Harvey, personal
communication]

If the number of new drug applications submitted each
year or the yearly expenditures on promotion fluctuate
significantly then the income of a regulatory authority
could also vary substantially from year to year. Under
these circumstances the resources available to regulate
promotion might not always be adequate. Tying
resources to regulate promotion to income from the
pharmaceutical industry potentially creates the situation
whereby the regulatory agency might alter its decisions
in order to retain its funding. Under these circumstances
it is possible that industry priorities may compete with
public health interests.
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A fee for every prescription dispensed

This model of generating revenue has not been used by
any agency. It is the equivalent to a sales tax added onto
the cost of a prescription. Alternatively a fee could be
levied on pharmaceutical companies for every prescrip-
tion filled for one of their products. The number of pre-
scriptions dispensed has consistently increased on a year
by year basis in developed countries and therefore in-
come from this source should be stable and predictable.
If the fee is coming from the purchaser of the prescrip-
tion, there would be no direct relationship between the
agency and the pharmaceutical industry. This would not
be the case if the industry were paying the fee.

Whether or not this model would raise sufficient funds
would depend on the fee. Too small a fee would mean
inadequate funding while too large a fee might be
resisted by payers. Additionally, if individuals were pay-
ing the fee then this way of raising money could be seen
as a tax on the sick and the poor.

Finally, this model might be problematic in two situa-
tions. In some countries a large proportion of medica-
tions are purchased through informal networks, e.g.,
street drug sellers, small shops, etc. Even if these
groups did collect the fee, the presence of unlicensed
and untrained drug sellers is highly likely to lead to in-
appropriate drug use, defeating the main purpose of
regulating promotion. Unmonitored sales of medica-
tions would also mean that it would not be possible to
know how much money to collect from industry. In
most Western European countries and other developed
countries such as Australia the national health system
covers most of the cost of medications with patients
contributing only a relatively small copayment and/or
deductible. Asking the health system for the extra
money would only amount to one public body funding
another. Adding a tax to copayments and/or deductibles
would raise little revenue.

Fines paid by pharmaceutical companies

Relying solely on fines as a way of funding a regulatory
agency is fraught with problems. If the agency is doing a
good job and companies know that they are likely to be
caught if they violate the code then little money might
be generated. At the same time, the agency still needs to
be vigilant to discourage non-compliance and therefore
it still needs a stable source of revenue. Conversely, if
the agency is doing a poor job then few violations would
be detected and revenue would be insufficient. If the
regulatory code were too weak then companies could
engage in deceptive practices without violating the code
and incurring any penalties. If there is a pyramid of
sanctions [27] whereby initial code violations only incur
minimal financial penalties then revenues might also not
be adequate.

Page 5 of 7

It would be in the interests of the agency to be aggres-
sive about monitoring compliance as detecting more
instances of code violations would increase income.
However, since it is not possible to predict from year-to-
year how much money will be raised through fines they
are unreliable as a primary income source but could act
as a supplementary source of revenue.

Using tax revenue

Financing a regulatory body out of public tax revenue
may seem like the ideal model since the agency is pro-
tecting public health, but there are potential drawbacks.
Unless the government is willing to commit funds over a
multi-year period then funding might not be stable dur-
ing times of economic stress. Furthermore, funding
might vary depending on the political orientation of the
governing party and its relationship with the pharma-
ceutical industry. In this sense, agency funding is indir-
ectly tied to its relationship with the pharmaceutical
industry. In the US, the FDA has the direct authority to
regulate promotion but as we have seen, it has been
given inadequate resources to do so.

Another consideration for public funding is tying the
financing of the regulatory agency to the amount of
money that it saves by leading to better prescribing and
drug use. Australia uses savings to its Pharmaceutical
Benefits Scheme to determine the amount of money
that it gives to the National Prescribing Service. This
model would have the advantage of making the regula-
tory body diligent about ensuring that promotion is ac-
curate and objective. One drawback to this system is it
requires a way of determining the extent of the savings
and the amount may not be sufficient to cover all the
activities of the regulatory body. A second drawback is
that proper use of medications may not necessarily lead
to savings.

Payments from social insurance/mutual insurance funds
Many countries use social insurance or mutual insurance
funds to pay for the cost of prescription medicines. In-
surance funds have a clear interest in promoting appro-
priate drug prescribing and use to help ensure that
patients get the best possible care and also because ap-
propriate drug therapy is cost-effective care. It is thus in
the interest of insurance organizations that accurate and
objective messages are delivered to consumers and
health care providers. Therefore, they may be open to
funding agencies that regulate promotion.

The involvement of insurance funds could either be
legislated or it could be voluntary. Legislation would as-
sure long-term financing but such a law may be difficult
to enact depending on the structure of national funds.
Voluntary payments would logistically be easier but then
long-term financing is not assured. Furthermore,
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arriving at an appropriate level of payment may also be
difficult. Payments would need to be lower than the sav-
ings derived from controlling promotion but calculating
savings from appropriate promotion would not be easy.

Like public funding, this model of financing regulatory
agencies also encourages regulators to be aggressive in
controlling promotion in order to increase their income.
If the funds were not satisfied that the regulators were
adequately controlling promotion they might be reluc-
tant to continue making payments.

This payment model makes the most sense if it is
linked to broader post-market surveillance activities
and/or information provision and activities to promote
more appropriate prescribing that could lead to fewer
unnecessary and needlessly expensive prescriptions.

Determining the effectiveness of the financing model

The objective behind regulating promotion is to try and
ensure that it does not have a negative effect on the way
that physicians prescribe and patients use medications.
Therefore, the evaluation of any of these proposed mod-
els depends on the degree to which they give the author-
ities the resources to successfully monitor and control
promotion. Ideally, this would involve measuring patient
health from the use of prescription medications, but as a
proxy authorities could look at the extent to which pro-
motion affects prescribing and use. One approach to
doing so could be to expose people from both groups to
currently circulating examples of promotion and then
survey them about their knowledge regarding the medi-
cation. Of course, promotion works synergistically and
one piece adds on to the next so looking at the effect of
single promotional items may not be sufficient. There-
fore, longer-term approaches might involve periodic
monitoring of how appropriately doctors are prescribing
and patients are using medications that are the subject
of on going promotion.

Summary

All the six models considered here have positive and
negative features and none may necessarily be ideal in
any particular country. Different countries may choose
to combine two or more of these models depending on
their unique environments and laws. Moreover, a deci-
sion about which model or models to use should be seen
as dynamic not static. As conditions change or if one
model proves unsuccessful countries can adapt or aban-
don the model that they have chosen.

Financing of regulation of drug promotion should
more than pay for itself by preventing extra unnecessary
drug costs and avoiding adverse health effects caused by
inappropriate prescribing. However, it involves an initial
outlay of money that is currently not being spent and
many national governments, both from rich and poor

Page 6 of 7

countries, are unwilling to incur extra costs. The recog-
nition that it costs money to regulate promotion under-
scores the notion that regulatory systems, however
financed, will only be possible if there is the political will
and support from the public and health professionals to
effectively control promotion.

Finally, whatever model is chosen it is important to re-
tain the three fundamental principles: stability, predict-
ability and ensuring that the funding source does not
compromise performance.

Competing interests

In 2007 Joel Lexchin was a consultant to a law firm acting for Apotex Inc. In
2008 he was an expert witness for the Canadian federal government in its
defense against a lawsuit challenging the ban on direct-to-consumer
advertising. In 2010 he was an expert witness for a law firm representing the
family of a plaintiff who allegedly died from an adverse reaction from a
product made by Allergan. He is currently on the Management Board of
Healthy Skepticism Inc. and is the Chair of the Health Action International —
Europe Association Board.

Acknowledgements

The following people either participated in the expert group convened by
Health Action International on regulatory models or commented on
previous versions of this paper: Joe Collier, Ken Harvey, Barbara Mintzes, Perla
Mordujovich-Buschiazzo, Tim Reed, Lillia Ziganshina.

Author details

'School of Health Policy and Management, York University, 4700 Keele St,,
Toronto, ON M3J 1P3, Canada. “Emergency Physician, University Health
Network, Toronto, Ontario, Canada. 3Department of Family and Community
Medicine, University of Toronto, 4700 Keele St, Toronto, ON M3J 1P3,
Canada.

Authors’ contributions
JL conceived of the idea for this paper, gathered all of the information,
wrote and revised the manuscript.

Received: 10 May 2012 Accepted: 11 July 2012
Published: 11 July 2012

References

1. Centro Studi Farmindustria: Indicatori farmaceutici. Rome: Farmindustria;
1998.

2. Gagnon M-A, Lexchin J: The cost of pushing pills: a new estimate of
pharmaceutical promotion expenditures in the United States. PLoS Med
2008, 5:el.

3. Boltri JM, Gordon ER, Vogel RL: Effect of antihypertensive samples on
physician prescribing patterns. Fam Med 2002, 34:729-731.

4. Spurling GK, Mansfield PR, Montgomery BD, Lexchin J, Doust J, Othman N,
Vitry Al: Information from pharmaceutical companies and the quality,
quantity, and cost of physicians’ prescribing: a systematic review. PLoS
Med 2010, 7:21000352.

5. Wall LL, Brown D: The high cost of free lunch. Obstet Gynecol 2007,
110:169-173.

6. Othman N, Vitry Al, Roughead EE: Quality of pharmaceutical
advertisements in medical journals: a systematic review. PLoS One 2007,
4:e6350.

7. Findlay S: Prescription drugs and mass media advertising. Washington D.C.:
National Institute for Health Care Management Research and Educational
Foundation; 2000.

8. Mintzes B: What are the public health implications? Direct-to-consumer
advertising of prescription drugs in Canada. Toronto: Health Council of
Canada; 2006.

9. Kravitz RL, Epstein RM, Feldman MD, Franz CE, Azari R, Wilkes MS, Hinton L,
Franks P: Influence of patients’ requests for direct-to-consumer
advertised antidepressants: a randomized controlled trial. JAMA 2005,
293:1995-2002.



Lexchin Globalization and Health 2012, 8:24 Page 7 of 7
http://www.globalizationandhealth.com/content/8/1/24

10.  Evans D: Big Pharma’s crime spree. Bloomberg Markets; 2009:72-86.

11. Spielmans Gl: The promotion of olanzapine in primary care: an
examination of internal industry documents. Soc Sci Med 2009, 69:14-20.

12. Rochon PA, Normand S-L, Gomes T, Gill SS, Anderson GM, Melo M, Skykora
K, Lipscombe L, Bell CM, Gurwitz JH: Antipsychotic therapy and short-term
serious events in older adults with dementia. Arch Intern Med 2008,
168:1090-1096.

13.  Landefeld CS, Steinman MA: The Neurontin legacy - marketing through
misinformation and manipulation. N Engl J Med 2009, 360:103-106.

14.  Government Accountability Office: Prescription drugs: improvements needed
in FDA's oversight of direct-to-consumer advertising. Washington D.C: 2006.

15. Government Accountability Office: Prescription drugs: trends in FDA's
oversight of direct-to-consumer advertising. Washington D.C: 2008.

16.  Kiester M: DDMAC submissions. Drug Information Association Inc. 2011.
http://www.fda.gov/downloads/Drugs/DevelopmentApprovalProcess/
FormsSubmissionRequirements/ElectronicSubmissions/UCM246563.pdf.

17. Thaul S: Direct-to-consumer advertising of prescription drugs. Congressional
Research Service; 2009. R40590.

18. Government Accounting Office: Prescription drugs: FDAS oversight of the
promotion of drugs for off-label uses. Washington D.C. 2008.

19. PMCPA: Prescription Medicines Code of Practice Authority: Annual Report 2010.
London: 2011.

20. Lexchin J, Kawachi I: Voluntary codes of pharmaceutical marketing:
controlling promotion or licensing deception. In Contested ground: public
purpose and private interest in the regulation of prescription drugs. Edited by
Davis P. New York: Oxford University Press; 1996:221-235.

21, Ziganshina L, Lexchin J: Regulation of pharmaceutical promotion: why
does regulation matter. In Understanding and responding to pharmaceutical
promotion: a practical guide. Edited by Mintzes B, Mangin D, Hayes L.
Geneva and Amsterdam: World Health Organization/Health Action
International; 2009:123-144.

22. Health Action International. http://www.haiweb.org/.

23. Carpenter D, Zucker EJ, Avorn J: Drug-review deadlines and safety
problems. N Engl J Med 2008, 358:1354-1361.

24. Health Products and Food Branch: Cost recovery framework: official notice of
fee proposal for human drugs and medical devices. Health Canada; 2007.

25.  PAAB: Code of Advertising Acceptance. Pickering: Pharmaceutical Advertising
Advisory Board; 2009.

26. ltalian Medicines Agency (AIFA) Research & Development Working Group:
Feasiblity and challenges of independent research on drugs: the Italian
Medicines Agency (AIFA) experience. Eur J Clin Invest 2010, 40:69-86.

27.  Ayres |, Braithwaite J: Responsive regulation. Transcending the deregulation
debate. New York: Oxford University Press; 1992.

doi:10.1186/1744-8603-8-24
Cite this article as: Lexchin: Models for financing the regulation of
pharmaceutical promotion. Globalization and Health 2012 8:24.

Submit your next manuscript to BioMed Central
and take full advantage of:

¢ Convenient online submission

¢ Thorough peer review

* No space constraints or color figure charges

¢ Immediate publication on acceptance

¢ Inclusion in PubMed, CAS, Scopus and Google Scholar

* Research which is freely available for redistribution

www.biomedcentral.com/submit

Submit your manuscript at ( BiolMled Central




	Abstract
	Background
	Discussion
	Criteria for determining how much money is required
	Fundamental aspects of any financing model
	Financial models

	link_Tab1
	Outline placeholder
	Fee for each piece of printed promotional material or an overall tax on promotion
	Fee paid by pharmaceutical companies to the regulatory authority
	A fee for every prescription dispensed
	Fines paid by pharmaceutical companies
	Using tax revenue
	Payments from social insurance/mutual insurance funds

	Determining the effectiveness of the financing model

	Summary
	Competing interests
	Acknowledgements
	Author details
	Authors&rsquo; contributions
	References
	link_CR1
	link_CR2
	link_CR3
	link_CR4
	link_CR5
	link_CR6
	link_CR7
	link_CR8
	link_CR9
	link_CR10
	link_CR11
	link_CR12
	link_CR13
	link_CR14
	link_CR15
	link_CR16
	link_CR17
	link_CR18
	link_CR19
	link_CR20
	link_CR21
	link_CR22
	link_CR23
	link_CR24
	link_CR25
	link_CR26
	link_CR27


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


