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“… Your old road is 
Rapidly agin’ 

Please get out of the new one 
If you can’t lend your hand 

For the times they are a-changin’.”
-Bob Dylan

As physicians, we represent a very high profile entity, which in turn means that 
we are open to a higher degree of scrutiny than many other professions. Unlike 
in Canada, the newly enacted “sunshine laws,” as part of the “Obamacare” plan 

in the United States, will lead to open disclosure of how much compensation physi-
cians receive from pharmaceutical companies. Rightly or wrongly, few of us will argue 
the point that over the years we have had unique involvements and relationships with 
industry.

A week before Christmas, in December 2013, GlaxoSmithKline (GSK) announced 
policy changes that undoubtedly will escalate, and affect the medical community and 
its interaction with pharma and technology firms in the foreseeable future.1 In essence, 
the GSK action will lead to the cessation of paying physicians “honoraria” to speak on 
products and disease states associated with those products, and also to stop support for 
attending conferences. Furthermore, the sales representatives will no longer be compen-
sated, based on a physician/number of prescriptions written for compound “X” model, 
instead using qualitative measures.

There is no doubt that our relationships with industry have been overly comfortable. 
As a mid-1970s medical graduate, I must personally plead Mea Culpa, having worked 
closely with industry in supported research and as a speaker. Indeed, in academics, many 
educational events, such as visiting professors, journal clubs, and travel support, have 
routinely been strongly supported by industry. Some pharmaceutical and technology 
representatives have been fixtures in our various practice settings, even being considered 
to be “part of the urology family” and invited to events, such as holiday parties and 
graduations. Their ongoing (financial) support and inevitable interpersonal relationships 
continued, and there is no doubt that in return, products were prescribed. In our modern 
“evidence-based” mentality, such evidence was surely lacking for the “newest,” “best,” 
and “most effective” product on the market in most cases. Did I say also more, or most 
expensive? The reps were doing their jobs, but did the promise of bearing gifts influence 
our behaviour and ethics, and affect patients and even the economy?

There is not a huge difference between a “boondoggle” paid vacation, “complimen-
tary” tickets to a concert or sporting event, the fancy dinner, or “pseudo advisory board” 
honoraria, which to any critic might be considered bribery. This is in opposition to a 
positive symbiosis between physician and industry that is devoid of conflict of interest. 
GSK has been involved in a serious scandal since this past summer, when it admitted 
that a small fraction of its employees in China were bribing physicians to prescribe 
GSK products. The company also has been fined $3 billion in the USA, for marketing, 
promoting and safety disclosure issues. GSK is only the obvious lightning rod at this 
time, as they have been the first to act (react?), but their past actions and indiscretions 
are likely not unique to them, but to the industry, and to the relationship with medical 
practitioners as a whole. 

In reality there has been little regulation regarding physician-industry relations. We as 
physicians, me included, have been just as guilty as big industry, by accepting various 
unscrupulous promotions that may affect the way we practice.  However, the entire 
consumer process has changed dramatically over the past years. GSK’s new policy is 

Martin A. Koyle, MD, FAAP, 
FACS, FRCS (Eng.), FRCSC
University of Toronto and 
The Hospital for Sick  
Children, Toronto, ON;  
and Associate Editor, CUAJ

Cite as: Can Urol Assoc J 2014;8(1-2):15-6. 
http://dx.doi.org/10.5489/cuaj.1910 
Published online February 10, 2014.  

EDITORIAL “The Times They Are a Changin’!!!” 

®

© 2013 Amgen Inc. All rights reserved.

XGEVA.ca

See prescribing summary on page xxx

Refer to the page in the bottom right icon for additional safety information and for a web link to the 
Product Monograph discussing: 
- most serious warnings and precautions relating to osteonecrosis of the jaw. 
- other relevant warnings and precautions: do not use concurrently with Prolia®; hypocalcemia, including severe symptomatic 

hypocalcemia and fatal cases reported post-marketing. Monitor calcium and supplement as necessary; caution on risk of 
hypocalcemia in patients with renal impairment; skin infections; atypical femoral fractures; not recommended for use in 
pregnant women.

- conditions of clinical use, adverse reactions, drug interactions and dosing information that have not been discussed here.
In addition, the page contains the reference list and study parameters relating to this advertisement. 

XGEVA® is not indicated for reducing 
the risk of developing skeletal-related events 
in patients with multiple myeloma. XGEVA® is 
not indicated for use in pediatrics. 

XGEVA® (denosumab) is indicated for reducing the risk of 
developing skeletal-related events (SREs) in patients with 
bone metastases from breast cancer, prostate cancer, 
non-small cell lung cancer, and other solid tumours.1    

DO YOU INITIATE SCREENING 
FOR BONE METASTASES BASED 
ON PSA DOUBLING TIME?2

BONE METASTASES CAN OCCUR IN 90% OF 
MEN WITH ADVANCED PROSTATE CANCER2

Bone metastases put your patients at significant 
risk of SREs such as pathological fracture, radiation 
therapy to bone, surgery to bone, and spinal 
cord compression.
 

For patients at risk of SREs, 
consider prescribing XGEVA®1

XGEVA® is administered as a single, 120 mg subcutaneous 
injection Q4W.1

XGEVA® reduced the risk of developing first and 
subsequent on-study SREs vs. zoledronic acid by 18% in 
castrate-resistant prostate cancer patients with bone 
metastases (mean number of SREs per patient: 0.52 vs. 
0.61, RR: 0.82; 95% CI, 0.71-0.94, superiority p-value 
adjusted for multiplicity: p=0.008, secondary endpoint).1,3 

XGEVA® is reimbursed under specific criteria in BC, SK, MB, ON, QC, NB and NS.

MATERIAL STATUS: NEW  |  The above approval is for artwork and colour seperation only and may not accurately reflect actual production colours.

CLIENT: AMGEN  |  CONTACT: Lollie Gagnon; 1 819-823-0850  |  INSERTION DATE: AUGUST  |  FILE #: 43532  |  

PUBLICATION: Canadian Urological Association Journal  |  AD #: 43532-UE-CUAJ  |  AD HEADING: Do you initiate screening for bone mets   |  TRIM: 8.125” x 10.875”
F I N A L  A R T W O R K

CMYK

C

M

Y

CM

MY

CY

CMY

K

43532-UE-CUAJ.pdf   1   7/10/13   2:25 PM

Voir le résumé des renseignements
posologiques à la page

See prescribing summary on page 70



CUAJ • January-February 2014 • Volume 8, Issues 1-2
© 2014 Canadian Urological Association

16

Koyle

no doubt a reaction to its own past errors to some extent, 
but also perhaps to the realization that the physician compo-
nent of writing a given prescription is being more stringently 
influenced by other factors. In hospitals, who actually pur-
chases the products and why?  Of equal importance is who 
pays for a product? Insurance? Government? With modern 
advertising modalities, marketing is also becoming more of a 
direct-to-consumer model, with patients asking for a product 
or treatment, rather than relying on the doctor’s judgment. 
In reality, the importance of the doctor in the chain of pre-
scribing or treatment philosophy may have diminished in 
the eyes of industry as these other influences predominate. 

So what is the ultimate reaction and future interaction 
between our specialty and industry? A total lack of sup-
port from industry from a fiscal perspective would have a 
major impact on a small specialty like urology, and at least 
in Canada, on the CUA and the CUAJ, not to mention the 
education of trainees. Clearly transparency is the buzzword 

and, optimally, any relationship should be disclosed to avoid 
ambiguity in relationships.   

Nowadays, to obtain external industry support, in the 
form of “an unrestricted educational grant,” a very cumber-
some process of paperwork takes place. It can be almost as 
time-consuming (and frustrating) as writing a grant. Despite 
the major headaches involved with this process, it is totally 
above board and truly is not rubber-stamped. Hopefully 
these processes can be simplified and standardized and, 
importantly, be entirely squeaky clean, so that support for 
major meetings, associations, publications, and educational 
proceedings can continue in a positive manner.  
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“…When you got nothing, you got nothing to lose 
You’re invisible now, you got no secrets to conceal…” 

-Bob Dylan

We live in an age of transparency. Regulatory authority web-
sites display physician standing, complaints against care, 

disciplinary actions and undertakings. Comments on quality 
of care are posted on RateMDs.com. Why not provide full 
public disclosure of our relationship with industry? Canadian 
Rx&D Guidelines have regulated this symbiosis since 1988 
and strive to discourage fraudulent practice. Disclosure 
will reveal that our post-graduate training programs and 
continuing professional development activities are largely 
underwritten by industry. The onus will be on physicians to 
demonstrate that such monies are used in a manner which 




