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Evidencia	de	los	conflictos	de	interés	en	salud





• Muestras
• Regalos
• Material	educativo
• Actividades	educativas
• Consultorias y	”speaking relationships”
• Ghostwriting
• Viajes
• Financiamiento	de	perfeccionamiento	/	becas

¿Conocidas?

Shnier A, Lexchin J, Mintzes B, Jutel A, Holloway K (2013) Too Few, Too Weak: Conflict of Interest Policies at Canadian Medical Schools. PLoS ONE 8(7): e68633. 



Relaciones	con	la	industria
• Financiamiento	de	al	menos	96	
organizaciones	de	EEUU	con	alcance	
global.
• 2011-2014

• Coca-Cola	Company:	>$6	millones	(US$)	al	
año.

• PepsiCo	>%3	millones	(US$)	al	año
• American	Beverage Association >1	millón
(US$)	al	año

• 2009
• 37,8	millones	US$	el	año	2009	(contra	ley	
Federal)

Aaron D,	Siegel M.	Sponsorship of	National Health Organizations by Two Major Soda	Companies.	 Am	J	Prev Med	2016;	online	 first.
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Constatación	de	un	problema

• Los médicos hemos delegado nuestra responsabilidad de educarnos y
mantenernos al día en manos de partes interesadas.

• Hemos desestimado la evidente deformación del conocimiento adquirido y
el probado efecto que el marketing y los incentivos tienen sobre nuestras
conductas de prescripción.

• La industria (farmaceutica, nutricional y de dispositivos) ha sido
tremendamente eficaz en dominar la generación y diseminación de
conocimiento dentro de los médicos, científicos y tomadores de decisión.



Consecuencias	de	los	conflictos	de	interés	en	
salud



Efectos	de	la	interacción con	la	industria
• En medicina: interacciones
frecuentes con la industria
(relaciones financieras y no
financieras) parecen vincularse a
efectos adversos:
• Prescripciones	inadecuadas	más	
frecuentes
• Mayores	costos	asociados	a	
prescripción
• Prescripción	más	frecuente	de	
medicamentos	de	las	compañías	
con	las	que	se	mantienen	
relaciones.

Spurling GK,	Mansfield	 PR,	Montgomery	BD,	Lexchin J,	Doust J,	et	al.	(2010)	 Information from Pharmaceutical Companies and	the Quality,	Quantity,	
and	Cost of	Physicians’	 Prescribing:	A	Systematic Review.	PLoS Med 7(10):	e1000352.	

increase in prescriptions associated with visits from pharmaceutical
sales representatives [45]. Associations may also arise from
confounding, bias, or chance. False negatives or inaccurate
estimation of effect sizes may result from small sample sizes,
measurement errors, overly complex models, or ‘‘contamination’’
when prescribers who are thought to be unexposed are actually
influenced by other methods. For example in a study of
promotional meetings, nonattenders may be influenced by sales
representatives thus reducing the difference from attenders in their
prescribing. Another possible source of contamination is indirect
influence by colleagues who have been influenced directly.

To the extent that the measured associations are real, causality
may be bidirectional. The influence of information from
pharmaceutical companies on prescribing is a likely explanation
for the associations given that the major purpose of pharmaceu-
tical promotion is to influence prescribing [3]. However, it is also

possible that physicians who prescribe larger quantities, more
expensively or less appropriately may allow themselves to be
exposed to, or attract, more promotional information.

Some studies found no association between exposure to
information from pharmaceutical companies and prescribing
outcomes or small effect sizes that seem unlikely to be clinically
significant. Some of these may be false negatives or underestima-
tions caused by study flaws, but it is likely that information from
companies sometimes has little or no effect, especially when the
information is not designed to increase sales, e.g., letters warning
about safety problems. Most of the studies included in this review
examined single components of promotional campaigns that may
have little or no effect alone but have a synergistic effect in
combination with other components. Promotion may be less
effective if it is used beyond the point of diminishing returns or is
up against similarly effective promotion for another similar product.

Exposure to Information
from Drug Company

Study (First
Author Name) Results

Change in Prescribing Frequency
Results

Freemantle [35] PSR visits were not associated with an increase in the
prescription of the detailed medication

OR = 1.04 (95% CI 0.83–1.31); p = 0.73

Dolovich [36] PSR visits were not associated with a change in the market
share of amoxicillin

Intervention group: +0.63% market
share, control group: 20.72% market
share; p = 0.15

Kazmierczak [59] Mailed warning letters regarding tramadol for those with a
seizure risk were not associated with a change in prescription
rates for tramadola

Before mailing: 10% prescribing rate,
after mailing 9% prescribing rate.

Soumerai [58] PSR visits: Propoxyphene use continued a preexisting decline
of about 8% a year during the time when warnings from the
manufacturing pharmaceutical company were expressed by
PSRs after which time this decline halted, however a statistical
association was not shown. Refill rates and rates of overdose
did not change following the warningsa

No association detected

Mailed information: Propoxyphene use continued a
preexisting decline of about 8% a year during the time when
warnings from the manufacturing pharmaceutical company
were expressed by PSRs after which time this decline halted,
however a statistical association was not shown. Refill rates
and rates of overdose did not change following the

No association detected

aStudy authors reported that exposure to information from drug companies was associated with decreased quality of prescribing.
bReported by study authors as statistically significant.
cStudy authors reported that exposure to information from drug companies was associated with increased quality of prescribing.
*Chi-squared statistic.
ACE, angiotensin converting enzyme; ARA, angiotensin receptor antagonist; CCB, calcium channel blocker; CME, continuing medical education.
doi:10.1371/journal.pmed.1000352.t008

Table 8. Cont.

Figure 2. Forest plot displaying the effect of promotional information on physicians’ prescribing of the promoted medication.
doi:10.1371/journal.pmed.1000352.g002
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Efectos	de	promoción en	prescripción.	
**Heterogeneidad	 impide	estimación	conjunta
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1.18; 95% CI, 1.17-1.18), nebivolol over other β-blockers (OR, 1.70;
95% CI, 1.69-1.72), olmesartan over other ACE inhibitors and
ARBs (OR, 1.52; 95% CI, 1.51-1.53), and desvenlafaxine over
other SSRIs and SNRIs (OR, 2.18; 95% CI, 2.13-2.23). Addi-
tional meals were associated with greater increases in rela-
tive prescribing rates (P < .001).

Figure 2 shows predicted probabilities for prescribing the
target drug, according to mean cost per meal received. Re-
ceipt of costlier meals was significantly associated with in-
creased target-drug prescribing for all drugs except desvenla-
faxine, with ORs ranging from 1.02 to 1.13 (eTable 3 in the
Supplement). The interaction between mean cost per meal and

Table 2. Characteristics of Target-Drug–Specific Paymentsa to Physicians in Each Study Group

Characteristics of
Target-Drug–Specific Paymentsa

Statin
Prescribers
(n = 131 207)

β-Blocker
Prescribers
(n = 126 134)

ACE Inhibitor and
ARB Prescribers
(n = 131 343)

SSRI and SNRI
Prescribers
(n = 123 318)

Physicians receiving payments, No. (%) 15 941 (12) 3843 (3) 9483 (7) 1926 (2)

Total value of target-drug–specific
payments, $

915 728 194 052 284 335 35 382

Value of payments per physician,
mean (SD), $

58 (1075) 51 (256) 30 (61) 18 (75)

Maximum value of payments per physician, $ 62 530 4192 3815 3200

Distribution of payments, No. (%)

Food and beverages 29 639 (99) 5001 (66) 22 858 (>99) 3012 (>99)

Education 37 (<1) 2419 (32) 81 (<1) 0 (0)

Otherb 322 (1) 146 (2) 8 (<1) 1 (<1)

Mean value per payment, mean (SD), $

Sponsored mealc 18 (15) 13 (13) 14 (5) 12 (6)

Education 7 (5) 3 (8) 1 (1) 0

Other 1400 (7194) 850 (781) 1173 (1315) 3200d

Days receiving sponsored meals for the
target drug of physicians, No. (%)e

0 115 275 (88) 122 702 (97) 121 874 (93) 121 393 (98)

1 9708 (7) 2571 (2) 5380 (4) 1366 (1)

2 3689 (3) 570 (<1) 1955 (1) 368 (<1)

3 1587 (1) 193 (<1) 799 (1) 99 (<1)

≥4 948 (1) 98 (<1) 1335 (1) 92 (<1)

Abbreviations: ACE, angiotensin-
converting enzyme; ARB, angiotensin
receptor blocker; SNRI, serotonin-
norepinephrine reuptake inhibitor;
SSRI, selective serotonin reuptake
inhibitor.
a The target drugs were rosuvastatin

(Crestor) in the statin study group,
nebivolol (Bystolic) in the β-blocker
study group, olmesartan (Benicar) in
the ACE inhibitor and ARB study
group, and desvenlafaxine succinate
(Pristiq) in the SSRI and SNRI study
group.

b Other includes gifts, entertainment,
travel and lodging, consulting fees,
speaking fees and honoraria,
charitable contributions, and space
rental or facility fees.

c Refers to the primary exposure of
interest, that is, the sum of all food
and beverage payments received by
a physician in 1 day.

d Because this refers to a single
payment, there is no standard
deviation.

e Refers to the number of days
between August 1 and December 31,
2013, in which the physician
received at least 1 food or beverage
payment promoting the target drug.

Figure 1. Target Branded Drugs as a Percentage of All Filled Prescriptions in the Class in 2013,
Across Days Receiving Target Drug–Sponsored Meals
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Filled prescriptions for each target
branded drug are shown as a
percentage of all prescriptions within
the class, according to number of
days receiving target drug-sponsored
meals. A, Statins. B, Cardioselective
β-blockers. C, Angiotensin-
converting-enzyme inhibitors and
angiotensin-receptor blockers (ACE
inhibitors and ARBs). D, Selective
serotonin and serotonin-
norepinephrine reuptake inhibitors
(SSRIs and SNRIs). Sample sizes for
Figure 1 are shown in the last 5 rows
of Table 2. Error bars indicate 95%
confidence intervals.
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(OR, 1.79; 95% CI, 1.78-1.80), olmesartan (OR, 1.74; 95% CI, 1.73-
1.75), and desvenlafaxine (OR, 2.30; 95% CI, 2.25-2.34). In fal-
sification tests (eTable 5 in the Supplement), receiving a des-
venlafaxine-related meal did not predict rosuvastatin
prescribing (OR, 0.99; 95% CI, 0.98-1.00); receiving a rosu-
vastatin-related meal predicted desvenlafaxine prescribing, but
with much smaller effect sizes than desvenlafaxine-related
meals (OR, 1.22; 95% CI, 1.20-1.24 compared with OR, 2.18; 95%
CI, 2.13-2.23 for desvenlafaxine-related meals).

Our findings were unchanged when study group inclu-
sion criteria were increased from 20 to 200 prescriptions in
the class (eTable 6 in the Supplement), when claims were stan-
dardized to 30-day supplies (eTable 7 in the Supplement), and
in a sensitivity analysis of only high-intensity statins, with
slightly smaller effect sizes (eTable 8 in the Supplement).

Other physician-level predictors of target-drug prescrib-
ing (Table 3) included high brand-name drug use across all
medication classes, being in solo or small-group practice,
graduating from medical school more than 5 years ago, prac-
ticing in the South, and being a psychiatrist (for desvenlafax-
ine) or a cardiologist (for rosuvastatin and nebivolol).

Discussion
We linked 2 national data sets to quantify the association be-
tween industry payments and physician prescribing pat-
terns. We found that the receipt of industry-sponsored meals
was associated with an increased rate of prescribing the brand-
name medication that was being promoted.

As compared with the receipt of no industry-sponsored
meals, we found that receipt of a single industry-sponsored

meal, with a mean value of less than $20, was associated with
prescription of the promoted brand-name drug at signifi-
cantly higher rates to Medicare beneficiaries. The differences
persisted after controlling for prescribing volume and poten-
tial confounders such as physician specialty, practice setting,
and demographic characteristics. Furthermore, the relation-
ship was dose dependent, with additional meals and costlier
meals associated with greater increases in prescribing of the
promoted drug. Our findings were consistent across 4 brand-
name drugs, including rosuvastatin, the third-costliest drug
in Medicare Part D ($2.2 billion in federal expenditures in 2013)
after esomeprazole magnesium (Nexium) and fluticasone pro-
pionate/salmeterol (Advair Diskus).33

Our results are consistent with recent analyses that linked
federal or state-level physician payment records with Medi-
care Part D prescribing data. These studies found that indus-
try payments in general (rather than payments linked to a spe-
cific drug) were associated with an overall increase in the
prescribing of brand-name drugs.4,16,17 However, the analy-
ses did not link the promotion of specific drugs with prescrib-
ing rates for those drugs. A study of 2444 Massachusetts phy-
sicians found that for every $1000 received from industry (for
any drug), a physician’s brand-name statin prescribing rate in-
creased by 0.1%.16 In comparison, our study found a signifi-
cant association between attending a single meal promoting
a specific drug, with a mean value of less than $20, and the pre-
scribing of the promoted drug over therapeutic alternatives.

Our findings are also consistent with smaller studies that
relied on physician self-report or institution-level data.10-13 In
single-hospital studies, exposure to sponsored meals has been
associated with increased clinic-wide use of the promoted
drug,15 choice of the promoted drug when presented with a

Figure 2. Predicted Probabilities for Prescribing the Target Drug as a Percentage of All Prescriptions
in the Class, According to the Number and Cost of Sponsored Meals Received by Each Physician
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The figure shows predicted
probabilities for prescribing the
target drug over alternatives within
the treatment class, based on the
cost and number of meals received
promoting the target drug. Predicted
probabilities are calculated for
physicians with the
highest-frequency values of all
characteristics in Table 1 (male sex,
internal medicine specialty, Southern
region, urban location, group size
!51, !20 years since medical school
graduation, and mean values for
prescribing volume, income in zip
code, and percentage of low-income
subsidy and Medicare Advantage Part
D patients). A, Statins.
B, Cardioselective β-blockers.
C, Angiotensin-converting-enzyme
inhibitors and angiotensin-receptor
blockers (ACE inhibitors and ARBs).
D, Selective serotonin and
serotonin-norepinephrine reuptake
inhibitors (SSRIs and SNRIs). Error
bars indicate 95% confidence
intervals.
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Financiamiento	e	investigación

• Financiamiento	se	asocia	a	
resultados	más favorables.
• Sin	diferencias	relevantes	en	
términos	de	calidad	
metodológica.
• Restricciones:	retardos	en	
publicación,	retención	de	
datos.

(60% vs 21%; P!.001).40 The authors
also found that the use of inactive con-
trols increased the likelihood of posi-
tive study results.40 An analysis of 159
RCTs also reported that trials funded
by for-profit organizations were more
likely to use an inactive control.48 In the
analysis of NSAID RCTs, the dose of the
industry-associated drug was higher
than that of the comparison drug in 27
trials (48%), although the dosing was
comparable in 23 trials (41%).45 An-
other study49 found that industry-
sponsored RCTs of oral fluconazole for
systemic fungal infections tended to use
poorly absorbed oral drugs as compari-
son agents, thus favoring the success of
fluconazole, which is well absorbed
from the gastrointestinal tract.

Relation Between Industry Spon-
sorship and Study Quality. Five analy-
ses reported that industry-sponsored
studies were of comparable quality to
nonindustry-sponsored studies40,41,50-52

(TABLE 3). Four of these studies40,41,50,52

used validated quality-assessment tools
and 3 studies40,41,52 used a blinded re-
view. Two other studies53,54 found that
RCTs published in industry-sponsored
supplements were generally of lower
quality compared with RCTs pub-
lished in parent journals. These find-
ings were ascribed to a difference in
peer-review process between industry-
sponsored supplements and parent
journals.

Relation Between Industry Spon-
sorship and Restrictions on Investi-
gator Behavior. Seven studies27,31,33,55-58

investigated whether industry ties pro-
hibit open collaboration or delay publi-
cation of results (TABLE 4). All of these
studies were cross-sectional surveys and
reported response rates more than 60%.
Ina1994survey31 of210lifesciencecom-
panies, 58% indicated that they typi-
cally require investigators to keep infor-
mation confidential for more than 6
months in order for industry to file a
patent. Another analysis55 found that
industry-sponsored faculty were more
likely than other faculty to report delays
inthepublicationoftheirresearchresults.

Other surveys have suggested that
12% to 34% of academic researchers

have requested and been denied ac-
cess to research results.55,56 Control-
ling for other variables, 2 studies55,57

found that participation in commer-
cial activities (ie, patenting or start-up
companies) was significantly associ-
ated with data withholding, although
industry sponsorship alone was not.

Industry sponsorship may be asso-
ciated with a shift in research empha-
sis from basic research to clinical re-
search.27,33,58 Faculty members with
industry relationships are more than
twice as likely as those without such
funding to take commercial consider-
ations into account when choosing re-
search topics (35% vs 14%; P!.001).27

In addition, 50% of respondents to a
1995 survey of recombinant DNA re-
searchers believed that industry spon-
sorship shifts the emphasis of re-
search programs.58

Management of Financial
Relationships
Eight studies36,59-65 addressed the man-
agement of financial relationships among
industry, scientific investigators, and aca-
demic institutions (TABLE 5). A 2000
analysis of 17 federal agencies sponsor-
ing human participant research re-
ported that only 4 had policies explic-
itly governing extramural researchers.59

Similarly, 4 surveys of major US aca-
demic institutions found substantial vari-

ability of policies governing conflicts of
interest. A survey of 250 institutions
found that management of conflicts and
penalties for nondisclosure were al-
most universally discretionary.59 A sur-
vey of 10 research-oriented medical
schools reported that only 1 institution
prohibited investigators from having eq-
uity, consulting agreements, or decision-
making positions in a company spon-
soring their research.61 Another survey
found that only 19% of institutions had
specific limits on their faculties’ research-
related financial interests.60 A survey of
122 medical schools reported poor com-
pliance with recently revised guide-
lines for trial design, access to data, and
control over publication in contractual
agreements with industry sponsors of
clinical research.65

Although peer-reviewed journals
have taken a role in managing con-
flicts of interest, journal policies also
vary considerably. An analysis of 47
high-impact biomedical journals pub-
lished in 2000 found that 43% had poli-
cies requiring disclosure of conflicts of
interest.59 A more extensive analysis in
1997 found that 157 of 474 medical
journals (33%) and 24 of 922 science
journals (3%) had conflict of interest
policies in effect.62 However, even
among journals with stated disclosure
policies, few articles contained finan-
cial conflict disclosures.62,64

Figure. Relation Between Industry Sponsorship and Study Outcome in Original Research
Studies

Does Not Favor
Industry

Conclusion Favors
IndustrySource Type of Studies

0.1 100.010.01.0

Odds Ratio

Davidson,38 1986 RCT

Djulbegovic et al,40 2000 RCT

Yaphe et al,39 2001 RCT

Kjaergard and Als-Nielsen,48 2002 RCT

Friedberg et al,43 1999 Economic Analyses

Cho and Bero,41 1996 Original Research

Turner and Spilich,42 1997 Original Research

Swaen and Meijers,44 1988 Retrospective Cohort

Overall

RCT indicates randomized controlled trial. Error bars indicate 95% confidence intervals.
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Declaración y	revisiones	de	pares

“Disclosure and	peer	review provide sufficient
redress”	

Gilmore A, Capewell S. Should we welcome food industry funding of public health research? BMJ	
2016;353:i2161	



Declaración y	toma	de	decisión

Neuman et al. Prevalence of	financial conflicts of	interest among panel	members producing clinical practice guidelines in	Canada and	United States:	cross sectional study.	BMJ	
2011;343:d5621	
Neltber et al. Conflicts of Interest in Approvals of Additives to Food Determined to Be Generally Recognized as Safe Out of Balance. JAMA Intern Med. 2013;173(22):2032-2036. 

• 46% de los expertos en paneles de
recomendaciones en USA y Canadá
declaran conflictos de interés.
• 11% de quienes declaran no tener
conflictos de interés, presentan
relaciones financieras con la
industria.
• 50% de los lideres o “chairs” de
dichos paneles tenían conflictos de
interés.

EVIDENCE BASED MEDICINE

Why we can’t trust clinical guidelines
Despite repeated calls to prohibit or limit conflicts of interests among authors and sponsors of clinical
guidelines, the problem persists. Jeanne Lenzer investigates

Jeanne Lenzer medical investigative journalist

New York, USA

On 13 April 1990, in an unprecedented action, the US National
Institutes of Health faxed a letter to every physician in the US
on how to correctly prescribe a breakthrough treatment for acute
spinal cord injury. Many neurosurgeons were sceptical of the
evidence that lay behind the new recommendation to give high
dose steroids, yet when two respected organisations released a
review and a guideline recommending the treatment, they felt
obliged to give it. Now, over two decades later, new guidelines
warn against the serious harms of high dose steroids. This case
and others like it point to the ethical difficulties that doctors
face when biased guidelines are promoted and raise the question:
why do processes intended to prevent or reduce bias fail?
Doctors who are sceptical about the scientific basis of clinical
guidelines have two choices: they can follow guidelines even
though they suspect doing so will cause harm, or they can ignore
them and do what they believe is right for their patients, thereby
risking professional censure and possibly jeopardising their
careers.1-4 This is no mere theoretical dilemma; there is evidence
that even when doctors believe a guideline is likely to be harmful
and compromised by bias, a substantial number follow it.5

Disturbing precedent
In the early 1990s, high dose steroids became the standard of
care for acute spinal cord injury,6 reinforced by a Cochrane
review. The Cochrane Collaboration, is widely known to have
strict standards concerning conflicts of interest, yet in this case
the collaboration permitted Michael Bracken, who declared he
was an occasional consultant to steroidmanufacturers Pharmacia
and Upjohn, to serve as the sole reviewer.7 He was also the lead
researcher on the single landmark study, published in the New
England Journal of Medicine,8 used to support the Cochrane
review.
Neurosurgeons were not convinced. Many expressed concern
about high rates of infection, prolonged hospital stays, and death
with high dose steroids.9 10 One expert estimated that more
patients had been killed by the treatment in the past decade than
died in the 9/11 World Trade Center attacks.5

A poll of over 1000 neurosurgeons showed that only 11%
believed the treatment was safe and effective. Only 6% thought
it should be a standard of care. Yet when asked if they would
continue prescribing the treatment, 60% said that they would.
Many cited a fear of malpractice if they failed to follow “a
standard of care.”5

That standard was reversed this March, when the Congress of
Neurological Surgeons issued new guidelines. The congress
found that, “There is no Class I or Class II medicine evidence
supporting the benefit of [steroids] in the treatment of acute
[spinal cord injury]. However, Class I, II, and III evidence exists
that high-dose steroids are associated with harmful side effects
including death.”11

Manufacturing consensus
Guidelines are usually issued by large panels of authors
representing specialty and other professional organisations.
While it might seem difficult to bias a guideline with so many
experts participating under the sponsorship of large professional
bodies, a worrying number of cases suggests that it may be
common.
A recent survey found that 71% of chairs of clinical policy
committees and 90.5% of co-chairs had financial conflicts.12
Such conflicts can have a strong impact: FDA advisers
reviewing the safety record of the progestogen drospirenone
voted that the drug’s benefits outweighed any risks. However,
a substantial number of the advisers had ties to the manufacturer
and if their votes had been excluded the decision would have
been reversed.13

Biased guidelines can have powerful and wide ranging effects.
Thousands of guidelines have been issued,14 and, when
promulgated by highly respected professional societies, they
sometimes serve as de facto “standards of care” that may be
used to devise institutional protocols, to develop measures of
physician performance, and for insurance coverage decisions.
Guidelines may influence the medicines selected for inclusion
on drug formularies and may be used as a “reliable authority”

jeanne.lenzer@gmail.com
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“Such concerns affect nutrition science as a whole,
if only because they threaten public confidence in
nutrition research, and once that confidence is
gone nutrition research becomes irrelevant.”

Katan, 2007



Consecuencias

• Conflictos de interés innecesarios: escasamente reconocidos,
insuficientemente declarados, frecuentemente subestimados.

• Efecto negativo en la calidad de nuestras decisiones clínicas y las
decisiones de políticas públicas.

• Pérdida de prudencia en la evaluación de los riesgos y beneficios de los
tratamientos.



“Food,	Flattery &	Friendship”
Portada	del	BMJ,	Octubre	2004



Resultado

• Mayor	riesgo	de	iatrogenia	(por	sobrediagnóstico,	sobretratamiento e	
indicaciones	con	insuficiente	base	científica)

• Un	aumento	en	los	costos	de	los	tratamientos.

• Pérdida	de	confiabilidad	de	la	profesión	médica	a	ojos	de	los	
pacientes	y	de	la	comunidad.

• Riesgo	de	malas	decisiones	de	política pública	(por	ej.	cobertura	de	
medicamentos)



Desafíos de	los	conflictos	de	interés	en	salud



Sesgos

“I	am	an objective,	impartial scientist and	cannot
be	biased”	

Gilmore A, Capewell S. Should we welcome food industry funding of public health research? BMJ	
2016;353:i2161	



Sesgos	y	su	rol	inconsciente

Ilusión de	
invulnerabilidad

Interacción

Reciprocidad

¿A mí? ¡No, 
a mí no me 

influye!



¿Qué	podemos	hacer?	
(…y	que	estamos	haciendo)



Enfrentando	los	CDI

Concientización Evitación Declaración y	
transparencia De-inversión

Tamizaje Inhabilitación y	
prohibición

Pluralismo	y	
diversidad Sanciones

Institucionalidad	- Procesos



Generar	cultura	critica
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• Prensa
• Redes	sociales

• Universidades
• Investigación

• Parlamento
• Gobierno
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Un	futuro	promisorio


