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Abstract

Background: Patient skepticism concerning medical innovations can have major consequences for current public
health and may threaten future progress, which greatly relies on clinical research.
The primary objective of this study is to determine the variables associated with patient acceptation or refusal to
participate in clinical research. Specifically, we sought to evaluate if distrust in pharmaceutical companies and
associated psychosocial factors could represent a recruitment bias in clinical trials and thus threaten the
applicability of their results.

Methods: This prospective, multicenter survey consisted in the administration of a self-questionnaire to patients
during a pulmonology consultation. The 1025 questionnaires distributed collected demographics, socio-professional
and basic health literacy characteristics. Patients were asked to rank their level of trust for pharmaceutical
companies and indicate their willingness to participate in different categories of research (pre or post marketing,
sponsored by an academic institution or pharmaceutical company).
Logistic regression was used to determine factors contributing to “trust” versus “distrust” group membership and
willingness to participate in each category of research.

Results: One thousand patients completed the survey, corresponding to a response rate of 97.5%. Data from 838
patients were analyzed in this study.
48.3% of respondents declared that they trusted pharmaceutical companies, while 35.5% declared distrust. Being
female (p = 0.042), inactive in the employment market(p = 0.007), and not-knowing the name of one’s disease(p =
0.010) are factors related to declared distrust. Distrust-group membership is associated with unwillingness to
participate in certain categories of trials such as pre-marketing and industry-sponsored trials.
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Conclusion: Distrust in pharmaceutical companies is associated with a specific patient profile and with refusal to
participate in certain subcategories of trials. This potential recruitment bias may explain the under-representation of
certain categories of patients such as women in pre-marketing drug trials.

Keywords: External validity, Clinical trials, Patients’ distrust, Recruitment bias, Under-representation of women

Background
Public distrust in healthcare systems and directed to-
wards physicians, regulatory authorities and the pharma-
ceutical industry in general has increased over the past
decades [1, 2]. A succession of health-related controver-
sies and scandals related to safety issues involving
pharmaceutical companies’ or physicians’ conflicts of
interest has led to this erosion of trust [3]. The diffusion
of selected information via mass media, which tends to
sensationalize negative phenomena, greatly shapes the
public’s perception of healthcare systems. The influence
on medical decision-making among both physicians and
patients is difficult to assess [4–7]. Pharmaceutical com-
panies are suspected of putting profits above public
interest, using marketing techniques to distort scientific
evidence, and actively influencing both physicians and
health policy makers [8–10].
This weak level of trust translates into skepticism about

using pharmaceutical products, thus leading to new pa-
tient behaviors ranging from poor adherence [11, 12] to
strong rejection of health policies, such as vaccine cam-
paigns [13, 14]. Rejecting the implementation of medical
and scientific findings not only has major consequences
for current public health, but may also threaten future in-
novations and advances in medicine that principally rely
on clinical research led by pharmaceutical companies,
who have ever-growing needs for enrollment [15]. For cli-
nicians, it can be fascinating to observe whether or not pa-
tients who have waited several weeks in order to attend a
highly-specialized clinic for improving their condition are
equally willing (or not) to participate in a clinical trial. In
some countries, financial issues may affect this decision,
but in the French health care system, all patients freely ac-
cess all available drugs for a condition. One of the main
motivations for attending a highly-specialized clinic in
France is therefore the possibility of early access to new
drugs or devices via participation in clinical research.
The recruitment and retention of patients in clinical tri-

als is challenging, but necessary, because it is the corner-
stone of medical evidence production. The additional
challenge is to recruit a panel of patients as representative
as possible of the future target population. The latter is
meant to ensure the accuracy and generalizability of the
efficacy and safety conclusions generated by clinical trials.
Nevertheless, the representativeness of study popula-

tions vis-à-vis real-life patients has been demonstrated

as quite poor due to the narrow eligibility criteria re-
quired to enter a clinical trial [16]. Excessive eligibility
criteria are a patient-extrinsic factor that can damage a
trial’s external validity. In contrast, patient-determined
factors may also apply, leading to the non-inclusion of
seemingly otherwise eligible patients. Moreover, for geo-
graphical or investigator-determined cognitive bias some
patients are never approached by centers conducting
clinical trials which may weaken even more the external
validity of trials [17].
In this study, we hypothesized that distrust in pharma-

ceutical companies is correlated with a specific psycho-
social profile among patients.
We sought to evaluate patient willingness to partici-

pate in different categories of clinical trials and associ-
ated predictive factors in order to determine whether or
not global distrust in the healthcare system could repre-
sent a recruitment bias in clinical trials.

Methods
Study setting and population
This prospectively designed study was approved by an
independent ethics committee (Le Comité de Protection
des Personnes Sud-Méditerranée I; reference number:
14–72). As per French legislation and ethics committee
approval, no written inform consent was required. Patients’
consent was implied upon the completion of the question-
naire. On 27 march 2017, study has been retrospectively
registered on open science framework and www.clinical-
trials.gov with reference number NCT03098303.
Anonymous self-questionnaires were filled out before

consultation by consecutive patients consulting for re-
spiratory diseases (excluding oncology and tobaccology)
in the respiratory disease departments of 4 respiratory
centers in southern France between December 2014 and
December 2016.
The participating establishments included two public

(teaching/research) hospitals (The University Hospitals
of Marseille and Montpellier) and two private centers
(The Polyclinique Saint-Privat, Boujan-sur-Libron, and
the Clinique de Marignane, Marignane).

The questionnaire
The PROTOACCEPT questionnaire included fields cor-
responding to age, sex, employment, education level
(university schooling or not), whether or not the
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participant knew the name of his/her disease (yes/no),
whether or not he/she had already participated in a re-
search protocol (yes/no/I don’t know) and whether or
not this was his/her first consultation in the department
(yes/no). The general diagnosis (interstitial lung disease,
chronic airway disease, sleep disorders, other), indicated
by the investigator, was also recorded for each patient,
as well as the public or private nature of the including
center.
Patients were also asked to rank their distrust for

pharmaceutical company medical research studies ac-
cording to a 5-point likert scale (“I would refuse partici-
pation in a medical research study because I distrust
pharmaceutical companies”: Strongly disagree – Dis-
agree – Neither agree nor disagree – Agree – Strongly
agree). They were further asked whether or not they
would agree to test a new drug before (yes/no) or after
(yes/no) commercialization, and whether or not they
would agree to participate in research at different kinds
of institutions (pharmaceutical company and three types
of public facilities: university hospital, general hospital,
or a public research institute)(yes/no for each option).
This questionnaire was built by a multidisciplinary team

(private and public physicians, psychologist, nurses, and a
pharmacist) and validated by a psychologist in a 3 steps
process. The first step included a qualitative pre-survey
with thirty patients and consisting in open questions de-
signed to capture events to report in the questionnaire. In
the second step, a first version of the questionnaire was
administered face to face by the psychologist to ten pa-
tients. Ambiguous words were removed and medical vo-
cabulary simplified. The final version was tested on five
patients in typical survey settings, in the presence of the
psychologist but without her intervention.

Group classification
Patients who indicated that they agreed or strongly
agreed with the statement “I would refuse participation
in a medical research study because I distrust pharma-
ceutical companies” defined the “distrust” group. Pa-
tients who checked one of the other three categories
(neutral or disagreement) defined the “trust” group. Pa-
tients who did not answer the question were not
classified.

Sample size and missing data
The sample size was arbitrarily set at 1000 answered
questionnaires. Variations in count data are due to miss-
ing data, which was consistently under 20% for all ques-
tionnaire fields and therefore not otherwise addressed.

Statistics
All statistical analyses were carried out using the R (ver-
sion 3.3.0) programming environment [18]. Results are

presented as numbers and percentages for qualitative
variables. After evaluating the distribution of the age
variable via a Shapiro-Wilks test, the latter was pre-
sented via medians with interquartile ranges. Group
comparisons were performed using unadjusted χ2 tests
for qualitative variables and Mann-Whitney tests for age.
Multiple (logistic) regressions were performed with co-

variates (variables were selected if their associated P
value was less than 0.15 in univariate analyses and a
backward procedure was used to select the final model)
and then presented as adjusted Odds Ratios with 95%
confidence intervals. The first model performed used
age, gender, education, employment, doctor-reported
diagnosis group, patient experience (first consult in re-
spiratory disease ward, previous participation in re-
search), the public/private nature of the including center
and whether or not the patient knew the name of his/
her pathology to predict patient membership in “trust”
versus “distrust” groups. To additionally explain patient
willingness to participate in new-drug studies or re-
search associated with pharmaceutical companies or
with public institutions, further models used the same
predictive variables as for the first model, plus distrust-
group-membership as an additional explanatory variable.

Results
Trust and distrust group descriptions
One thousand questionnaires were answered (the re-
sponse rate to this questionnaire was 97.5%.), 355
(35·5%) patients were in the “distrust” group, 483
(48·3%) in the “trust” group, and 162 (16·2%) did not an-
swer the question (unclassified). Thus, our analysis was
performed on 838 patients characterized by their mem-
bership in the “trust” or “distrust” groups. As compared
with the “trust” group, individuals in the “distrust” group
were slightly but significantly older and significantly
more often professionally inactive (Table 1). The two
groups were statistically similar in terms of patient ex-
perience, be it as concerns previous consults in the re-
spiratory disease ward, whether or not the latter was
public or private, or as concerns previous participation
in clinical research. Despite similar rates of university-
level education, the distrust group had significantly
fewer patients who knew the name of their pathology,
and fewer patients with a doctor-reported diagnosis re-
lating to a sleep disorder (Table 1).

Factors associated with distrust group membership
In terms of selecting potential factors for predicting “dis-
trust”, the following variables provided significant (or
near-significant) results at the univariate level: age, gen-
der, inactive employment status, doctor-reported sleep
disorder, and whether or not the patient knew his/her
pathology. Of the latter, only three variables remained
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significant at the multivariate level: in summary, being
female, inactive in the employment market, and not
knowing the name of one’s pathology are factors related
to the patient’s declared distrust in pharmaceutical com-
panies (adjusted odds ratios (aOR) of 1·33 [1·09–1·79;
p = 0·042], 1·47 [1·11–1·94; p = 0·007] and 1·56 [1·11–
2·17; p = 0·010], respectively) (Table 2).

Patient willingness to participate in different clinical trial
subcategories
93% (778/838) of surveyed patients declared their will-
ingness to participate in at least one subcategory of trial.
76% (638/838) indicated that they were willing to test a
drug (75% (630/838) if the drug was already on the mar-
ket and 29% (246/838) prior to market authorization). A

Table 1 Population characteristics for the “Trust” and “Distrust” groups. P values correspond to between-group comparisons (either a
Mann-Whitney test for Age, or χ2 tests for categorical variables)

Distrust
N = 355

Trust
N = 483

p-value

Age, median [IQR] 61 [49–68] 57 [44–67] < 0.001

Sex (Male, %) 161/354 (45) 251/483 (52) 0.064

University Yes 133/342 (39) 185/454 (41) 0.596

Employment:

Active, not working 16/352 (5) 33/480 (7) 0.033

Active, working 130/352 (37) 208/480 (43)

Inactive 206/352 (58) 239/480 (50)

Diagnosis:

Chronic Airway Disease 233/346 (67) 339/472 (72) 0.031

Interstitial lung disease 45/346 (13) 47/472 (10)

Sleep disorders 33/346 (10) 59/472 (12)

Other 35/346 (10) 27/472 (6)

Has already participated in a clinical trial:

Yes 57/348 (16) 83/476 (17) 0.402

No 258/348 (74) 360/476 (76)

Unknown 33/348 (10) 33/476 (7)

First consultation for respiratory disease 63/351 (18) 86/477 (18) 0.976

Inclusion center, public 257/355 (77) 362/483 (75) 0.406

The patient knows the name of his/her disease 259/348 (74) 388/477 (81) 0.017

Table 2 Multiple (logistic) regression results: crude (cOR) and adjusted (aOR) odds ratios with 95% confidence intervals [95%CI] and
associated significance estimates (p-values) for variables used to predict distrust-group membership

cOR [95%CI] p-value aOR [95%CI] p-value

Age 1.01 [1.00–1.02] 0.040

Gender =male 0.77 [0.59–1.02] 0.064 0.75 [0.56–0.92] 0.042

University = yes 0.92 [0.69–1.23] 0.596

Employment = inactive 1.42 [1.08–1.88] 0.013 1.47 [1.11–1.94] 0.007

Diagnosis

Chronic airway disease Reference

Interstitial lung disease 1.39 [0.90–2.17] 0.141

Sleep disorders 0.81 [0.52–1.27] 0.019

Other 1.89 [1.21–2.93] 0.377

The patient knows the name of his/her disease 0.67 [0.48–0.93] 0.017 0.64 [0.46–0.90] 0.010

Has already participated in a clinical trial 1.08 [0.79–1.49] 0.625

First consultation for respiratory disease 0.99 [0.69–1.42] 0.976

Inclusion center = public 0.88 [0.64–1.20] 0.406
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large majority (86%, 723/838) of patients were willing to
participate in a study sponsored by a public institution,
whereas only 11% (91/838) of patients indicated that
they were willing to participate in a pharmaceutical-led
study.

Factors associated with patient willingness to test drugs
When using multivariate logistic regression models for
predicting responses to whether or not patients agreed
to test a drug either before or after commercialization,
before only and after only, female gender appears to be
associated with refusal (adjusted odds ratios (aOR) of
0.67 [0.49–0.93; p = 0.017], 0.64 [0.47–0.88; p = 0.006],
and 0.66 [0.50–0.88; p = 0.004], respectively). Distrust
group membership, however, was negatively associated
with willingness to test drugs before commercialization
(aOR: 0.45 [0.32–0.63; p < 0.001]), and had a similar
tendency for the “before or after” model (aOR: 0.73
[0.53–1.01; p = 0.060]), but showed no significant
relationship with willingness to test drugs after
commercialization. Finally, ignoring the name of his/her
disease is associated with unwillingness to test a drug
before commercialization (aOR: 0.58 [0.39–0.88; p =
0.010]), but is otherwise not significant in the other
drug-willingness models (Table 3).

Factors associated with patient willingness to participate
in research with pharmaceutical companies or public
institutions
As concerns patient willingness to participate in research
with a pharmaceutical company or at least one of three
types of public institution, distrust-group membership
and age were both negatively associated with pharma-
ceutical company research (aOR: 0.25 [0.14–0.44;
p < 0.001] and 0.96 [0.95–0.98; p < 0.001], respectively).
An inactive employment status was the only variable
that significantly negatively contributed to willingness to
participate in research organized by a public institution
(aOR: 0.56 [0.40–0.78; P < 0.001]) (Table 3).

Discussion
Our study aimed at evaluating variables associated with
patient willingness to participate in different categories
of clinical trials and at identifying a potential recruit-
ment bias in clinical trials related to patient distrust in
the pharmaceutical industry and healthcare systems.
For this purpose, we conducted a two-part analysis in

respiratory disease patients surveyed about their opin-
ions concerning clinical research and potential willing-
ness to participate. The majority of patients surveyed
suffered from chronic airway diseases (asthma, chronic
obstructive pulmonary disease (COPD), i.e. the most
prevalent chronic respiratory diseases in France [19].
First, we compared patient characteristics on the basis

of their level of trust in the pharmaceutical industry. In a
second step, we assessed willingness-to-participate in clin-
ical trials for our whole population to identify factors asso-
ciated with acceptance or refusal. Several studies have
previously evaluated such rates and highlighted that altru-
ism, hope for personal benefit, contribution to advances in
science as well as financial benefit are the main reasons
for agreeing to participate, whereas fear of adverse events,
impossibility to cope with the logistic constraints accom-
panying participation, poor knowledge about or negative
perception of clinical trials and distrust in pharmaceutical
industry are potential barriers [20–23].
Thus, distrust in pharmaceutical companies was sus-

pected to decrease patient willingness to participate in
clinical trials but, to our knowledge, this has never been
confirmed by juxtaposing patient-reported willingness-
to-participate and their level of trust in pharmaceutical
companies.
We found that 35.5% of respiratory disease patients de-

clared they did not trust pharmaceutical companies. One
major finding is that the profile of the latter, “distrusting”
patients significantly differs from trusting patients: distrust
is associated with female gender, inactive professional sta-
tus and lack of knowledge on one’s own disease.
In the second step of our analysis, we calculated rates

of willingness to participate in clinical trials. Such rates

Table 3 Factors associated with refusal to participate in clinical trial subcategories (adjusted (aOR) odds ratios with 95% confidence
intervals [95%CI] and associated significance estimates (p-values) for variables used to predict refusal)

Trial Subcategory Willingness to participate rate Factors associated with refusal to participate aOR [95%CI] p-value

Drug Pre-marketing 246/838 (29%) - Gender (female) 0.64 [0.47–0.88] 0.006

- Poor knowledge about own disease 0.58 [0.39–0.88] 0.010

- Distrust-group membership 0.45 [0.32–0.63] < 0.001

Drug Post-marketing 630/838 (75%) - Gender (female) 0.66 [0.50–0.88] 0.004

Drug (pre or post-marketing) 638/838 (76%) - Gender (female) 0.67 [0.49–0.93] 0.017

Public sponsor 723/838 (86%) - Inactive employment status 0.56 [0.40–0.78] < 0.001

Pharmaceutical sponsor 91/838 (11%) - Age 0.96 [0.95–0.98] < 0.001

- Distrust-group membership 0.25 [0.14–0.44] < 0.001
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reported in medical literature are extremely heteroge-
neous [20–25]. This variation seems to depend on
certain study characteristics: for example, willingness
increases with disease severity [24]. Clinical research
is a wide and heterogeneous area with multiple meth-
odologies, interventions and objectives. Referring to
“clinical trials” as a single concept is simplistic. Simi-
larly, considering willingness-to-participate in a spe-
cific subcategory of clinical trials in order to assess
global perceptions of clinical research may be
misleading.
Because we distinguished different categories of clin-

ical trials in our survey, we were able to identify trial-
category-related barriers and associated differences in
patient profiles. Thus, the overall rate of willingness-to-
participate in at least one category of trial was very high
(93%) among the 838 surveyed patients we analyzed.
Globally, patients are not reluctant to join clinical re-
search but, as expected, we found rates that vary signifi-
cantly depending on the type of trial (intervention
tested, market status of the drug and type of trial spon-
sor) ranging from 11 to 86%. Refusal of drug trials was
associated with sex, women being more reluctant to join
drug trials than men. Among drug trials, an important
difference exists in patient willingness-to-participate be-
tween pre-marketing and post-marketing studies. Only
29% of patients we surveyed would have accepted enrol-
ment in a pre-marketing drug trial, while 75% would
have participated in a post-marketing trial. We assume
this highlights patient trust in the regulatory health au-
thorities responsible for marketing approval. Poor know-
ledge about one’s own disease and distrust in the
pharmaceutical industry were associated with the refusal
of pre-marketing drug trials, but played no role in refus-
ing post-marketing trials.
When comparing willingness-to-participate among dif-

ferent types of clinical trial sponsors, we found consist-
ent results with only 11% of patients considering
participation in industry-sponsored trials, while 86%
would have agreed if the sponsor were academic. Again,
distrust in pharmaceutical companies plays a role in this
difference. This is a major finding which, to our know-
ledge, has never been identified previously. It may also
present a lever for external validity improvement in
industry-sponsored trials. Thus, targeted educational
programs for improving knowledge on both diseases and
clinical trials, as well as unbiased media communications
about the benefits and risks of collaboration with
pharmaceutical companies, could restore patient trust in
pharmaceutical companies and increase willingness-to-
participate in clinical trials. A joint effort for education
and communication involving mass media, the pharma-
ceutical company, regulatory authorities and physicians
is crucial for both current and future public health.

Additionally, post-marketing academic trials should be
encouraged as well as pooled analyses of industrial and
academic results.
The main limitation of the present survey is that it

was conducted on a specific patient population, i.e.
chronic respiratory disease patients. The results should
not be extrapolated beyond chronic diseases which are
not life-threatening in the short term. The second speci-
ficity is that the patients surveyed, living in France, have
access to a robust health system which covers the costs
of medical care and treatment. In some countries, par-
ticipation in a clinical trial may be the only way to access
care and treatment. Our study does not analyze if the
barriers to participation that we have identified are likely
to influence decision-making in this context.
One other limitation of our survey was that we

assessed the hypothetical intention to participate, which
has been shown to be higher than real participation rates
[25]. Some patients who declare they would accept par-
ticipation may refuse once the offer to participate be-
comes real. We hypothesize that this situation may
occur in any subgroup of patient and thus assume that
the ranking of rates among trial subcategories, as well as
refusal risk factors, are accurate.
The questionnaire was developed specifically in French

for this study and has not been previously published in
any peer-reviewed journal. A bilingual version, provided
without cultural validation of the translation, is available
as additional file.
In short, our results suggest that patient distrust in the

pharmaceutical industry could help explain recruitment
bias in industry─sponsored clinical trials conducted in
similar settings. Attention should be paid to this
phenomenon because the majority of therapeutic inno-
vations are provided by pharmaceutical companies able
to invest significant resources in research and develop-
ment [15]. Moreover, we found that patient distrust is
associated with a distinct patient profile. Thus, we have
no guarantee of the applicability of trial results for these
patients. The under-representation of women, minorities
and patients with poor health literacy in industry-
sponsored clinical trials has recently gained awareness
[26–29] and may threaten the generalizability of results
[28]. However, there is still very little available data fo-
cusing on women enrolment by country or disease. In
the French asthma population for example, percentages
of women enrolled are higher in women in France in a
national academic interventional cohort than in a na-
tional industry led early access program to mepolizumab
(64.5 and 45%, respectively) [30, 31]. Some data suggest
that this under-representation of women exists world-
wide even in countries where patients might be willing
to participate in trials only to have their treatment free
of charge [32, 33].
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In this survey, we were not authorized to collect ethni-
city, so we cannot conclude on this specific characteris-
tic. However, we found that women and patients with
poor knowledge concerning their disease were more
likely to distrust pharmaceutical companies and are less
willing to participate in industry-sponsored trials. This
could at least partly explain underrepresentation of these
sub-populations in industry-sponsored clinical trials and
could be addressed by implementing educational strat-
egies [34–36] as mentioned previously.
The publishing process of the present manuscript

takes place during the COVID-19 pandemic period. It is
difficult to anticipate how the current situation will
shape and modify patients’ perception of pharmaceutical
companies. Trusting opinions associated with the hope
that pharmaceutical companies will find a treatment and
distrusting opinions that accuse such companies of tak-
ing advantage of the situation to make money coexist.
This should be the endpoint of a specific future study.

Conclusions
Distrust in pharmaceutical companies is associated with
a specific patient profile and with refusal to participate
in pre-marketing industry-sponsored drug trials. Our re-
sults suggest that patient distrust in the pharmaceutical
industry could help to explain recruitment bias in indus-
try─sponsored clinical trials. Further studies are needed
to extrapolate results to different healthcare systems and
beyond chronic diseases.
A potential means for improving the external validity

of industry-sponsored clinical trials is to implement edu-
cational strategies to increase unbiased knowledge of
these trials. There are many ways to achieve this call to
action. Any initiative is beneficial and all communication
media, small and large scale, are complementary. A joint
effort dedicated to fighting against fake news and biased
media supported by the payers and policy makers ap-
pears mandatory and eventually protective.

Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/s12910-020-00509-y.

Additional file 1. Questionnaire PROTOACCEPT - French/English
bilingual version.

Acknowledgements
N.A.

Authors’ contributions
Conception and design: LP, CMS, LH, AB, PC, DJ, JM, ASG, IV, NM. Analysis
and interpretation: LP, CMS, IV, NM, AB, PC. Redaction: LP, CMS. Corrections:
CMS, LH, AB, PC, DJ, JM, ASG, IV, NM. All authors read and approved the
manuscript.

Funding
None.

Availability of data and materials
The datasets used and/or analyzed during the current study are available
from the corresponding author on reasonable request after approval from all
the authors.

Ethics approval and consent to participate
This prospectively designed study (www.clinicaltrials.gov: NCT03098303) was
approved by an independent ethics committee (Le Comité de Protection
des Personnes Sud-Méditerranée I; reference number: 14–72). As per French
legislation and ethics committee approval, no written inform consent was re-
quired. Patients’ consent was implied upon the completion of the
questionnaire.

Consent for publication
N.A.

Competing interests
None of the authors reports interests related to the present work.
Dr. Laurie PAHUS reports consultancies for Astra Zeneca and Chiesi
pharmaceuticals.
Dr. Carey Suehs has no conflict of interest to declare.
Dr. Laurence Halimi reports industry-sponsored grants and lecturer activities
for GlaxoSmithKline, Actelion and Novartis.
Dr. Arnaud Bourdin reports industry-sponsored grants from AstraZeneca-
MedImmune, Boehringer-Ingelheim, Cephalon/Teva, GlaxoSmithKline, Novar-
tis, Sanofi-Regeneron; consultancies for AstraZeneca-MedImmune,
Boehringer-Ingelheim, GlaxoSmithKline, Novartis, Regeneron- Sanofi, Med-in-
Cell, Actelion, Merck, Roche, Chiesi; investigator/Co-investigator activities for
trials promoted by AstraZeneca-MedImmune, Boehringer-Ingelheim, GlaxoS-
mithKline, Novartis, Regeneron- Sanofi, Chiesi, Actelion, Merck, Roche, Vertex,
Galapagos; no personal financial support from a non-commercial source; no
personal relationships with tobacco industry entities; no off-label disclosures.
Dr. Pascal Chanez, as an advisory board member, consultant or lecturer, has
previously received honoraria or grants from Boehringer Ingeheim, Almirall,
Centocor, GSK, MSD, Astra Zeneca, Novartis, Teva, Chiesi, Shering Plough and
Aix Marseille University.
Dr. Dany Jaffuel reports advisory board membership, meetings and
participation as an investigator in clinical trials sponsored by ASTRA ZENECA,
AIR LIQUIDE, APARD, BASTIDE, BOEHRINGER INGELHEIM, BOSTON SCIENTIFIC,
LOEWENSTEIN-MEDICAL, PHILIPS, RESMED, SEFAM, VIVISOL.
Dr. Julie Marciano has no conflict of interest to declare.
Dr. Anne-Sophie Gamez has no conflict of interest to declare.
Dr. Isabelle Vachier has no conflict of interest to declare.
Dr. Nicolas Molinari has no conflict of interest to declare.
For all authors reporting conflict of interest, none of the latter participated in
or had any influence over the present analysis or manuscript.

Author details
1Aix Marseille Univ, APHM, Hôpital NORD, CIC 9502, Clinique des bronches
allergies et sommeil, Chemin des Bourrely, 13015 Marseille, France. 2Aix
Marseille Univ, CNRS, EFS, ADES, Marseille, France. 3Aix Marseille Univ, INSERM
U1263, INRA 1260 (C2VN), Marseille, France. 4Department of Respiratory
Diseases, Univ Montpellier, CHU Montpellier, Montpellier, France.
5PhyMedExp, Univ Montpellier, CNRS, INSERM, CHU Montpellier, Montpellier,
France. 6Association pour l’Assistance et la Réhabilitation à Domicile (APARD),
Montpellier, France. 7Polyclinique Saint-Privat, Maladies Respiratoires et
Troubles Respiratoires du Sommeil, Boujan sur Libron, France. 8Clinique
Générale de Marignane, Marignane, France. 9IMAG, CNRS, Univ Montpellier,
CHU Montpellier, Montpellier, France.

Received: 16 September 2019 Accepted: 23 July 2020

References
1. Blendon RJ, Benson JM, Hero JO. Public trust in physicians--U.S. medicine in

international perspective. N Engl J Med. 2014;371:1570–2. https://doi.org/10.
1056/NEJMp1407373.

2. Rowe R, Calnan M. Trust relations in health care--the new agenda. Eur J Pub
Health. 2006;16:4–6. https://doi.org/10.1093/eurpub/ckl004.

3. Lenzer J. Scandals have eroded US public’s confidence in drug industry.
BMJ. 2004;329:247. https://doi.org/10.1136/bmj.329.7460.247.

Pahus et al. BMC Medical Ethics           (2020) 21:72 Page 7 of 8

https://doi.org/10.1186/s12910-020-00509-y
https://doi.org/10.1186/s12910-020-00509-y
http://www.clinicaltrials.gov
https://doi.org/10.1056/NEJMp1407373
https://doi.org/10.1056/NEJMp1407373
https://doi.org/10.1093/eurpub/ckl004
https://doi.org/10.1136/bmj.329.7460.247


4. Archer DF. Medical decisions regarding hormone therapy for menopausal
women are significantly influenced by the media. Pharmacoepidemiol Drug
Saf. 2007;16:28–31. https://doi.org/10.1002/pds.1342.

5. Andrist LC. The impact of media attention, family history, politics and
maturation on women’s decisions regarding hormone replacement therapy.
Health Care Women Int. 1998;19:243–60. https://doi.org/10.1080/
073993398246403.

6. Young JS. MSJAMA. Mass media and medicine: challenges and
opportunities. JAMA. 2002;287:772.

7. Molinari N, Suehs C, Vachier I, et al. Adverse publicity of serious side effects
to healthy volunteers has limited effect on willingness-to-participate in
clinical trials. Clin Trials. 2019. https://doi.org/10.1177/1740774519840268.

8. Watkins C, Moore L, Harvey I, Carthy P, Robinson E, Brawn R. Characteristics
of general practitioners who frequently see drug industry representatives:
national cross sectional study. BMJ. 2003;326:1178–9. https://doi.org/10.
1136/bmj.326.7400.1178.

9. Lexchin J, Bero LA, Djulbegovic B, Clark O. Pharmaceutical industry
sponsorship and research outcome and quality: systematic review. BMJ.
2003;326:1167–70. https://doi.org/10.1136/bmj.326.7400.1167.

10. Melander H, Ahlqvist-Rastad J, Meijer G, Beermann B. Evidence b(i)ased
medicine--selective reporting from studies sponsored by pharmaceutical
industry: review of studies in new drug applications. BMJ. 2003;326:1171–3.
https://doi.org/10.1136/bmj.326.7400.1171.

11. Nguyen GC, LaVeist TA, Harris ML, Datta LW, Bayless TM, Brant SR. Patient
trust-in-physician and race are predictors of adherence to medical
management in inflammatory bowel disease. Inflamm Bowel Dis. 2009;15:
1233–9. https://doi.org/10.1002/ibd.20883.

12. Brown MT, Bussell J, Dutta S, Davis K, Strong S, Mathew S. Medication
adherence: truth and consequences. Am J Med Sci. 2016;351:387–99.
https://doi.org/10.1016/j.amjms.2016.01.010.

13. Capanna A, Gervasi G, Ciabattini M, et al. Effect of mass media on influenza
vaccine coverage in the season 2014/2015: a regional survey in Lazio, Italy. J
Prev Med Hyg. 2015;56:E72–6.

14. Phadke VK, Bednarczyk RA, Salmon DA, Omer SB. Association between
vaccine refusal and vaccine-preventable diseases in the United States: a
review of measles and pertussis. JAMA. 2016;315:1149–58. https://doi.org/10.
1001/jama.2016.1353.

15. Moses H, Dorsey ER, Matheson DHM, Thier SO. Financial anatomy of
biomedical research. JAMA. 2005;294:1333–42. https://doi.org/10.1001/jama.
294.11.1333.

16. Pahus L, Alagha K, Sofalvi T, et al. External validity of randomized controlled
trials in severe asthma. Am J Respir Crit Care Med. 2015;192:259–61. https://
doi.org/10.1164/rccm.201502-0391LE.

17. Rendell JM, Merritt RD, Geddes JR. Incentives and disincentives to
participation by clinicians in randomised controlled trials. Cochrane
Database Syst Rev. 2007;2:MR000021. https://doi.org/10.1002/14651858.
MR000021.pub3.

18. R Development Core Team. R: A language and environment for statistical
computing. Vienna: R Foundation for Statistical Computing; 2008. http://
www.R-project.org.

19. Livre blanc de la pneumologie 28/01/2008, available at http://www.
ffpneumologie.org/2008/01/28/livres-blanc-de-la-pneumologie/.

20. Zammar G, Meister H, Shah J, Phadtare A, Cofiel L, Pietrobon R. So different,
yet so similar: meta-analysis and policy modeling of willingness to
participate in clinical trials among Brazilians and Indians. PLoS One. 2010;5:
e14368. https://doi.org/10.1371/journal.pone.0014368.

21. Lee SJ, Park LC, Lee J, et al. Unique perception of clinical trials by Korean
cancer patients. BMC Cancer. 2012;12:594. https://doi.org/10.1186/1471-
2407-12-594.

22. Hussain-Gambles M, Leese B, Atkin K, Brown J, Mason S, Tovey P. Involving
South Asian patients in clinical trials. Health Technol Assess Winch Engl.
2004;8:iii 1–109.

23. Halpern SD, Karlawish JHT, Casarett D, Berlin JA, Townsend RR, Asch DA.
Hypertensive patients’ willingness to participate in placebo-controlled trials:
implications for recruitment efficiency. Am Heart J. 2003;146:985–92. https://
doi.org/10.1016/S0002-8703(03)00507-6.

24. Moorcraft SY, Marriott C, Peckitt C, et al. Patients’ willingness to participate
in clinical trials and their views on aspects of cancer research: results of a
prospective patient survey. Trials. 2016;17:17. https://doi.org/10.1186/s13063-
015-1105-3.

25. Robinson JO, Carroll TM, Feuerman LZ, et al. Participants and study
decliners’ perspectives about the risks of participating in a clinical trial of
whole genome sequencing. J Empir Res Hum Res Ethics JERHRE. 2016;11:
21–30. https://doi.org/10.1177/1556264615624078.

26. Baird KL. The new NIH and FDA medical research policies: targeting gender,
promoting justice. J Health Polit Policy Law. 1999;24:531–65.

27. Sardar MR, Badri M, Prince CT, Seltzer J, Kowey PR. Underrepresentation of
women, elderly patients, and racial minorities in the randomized trials used
for cardiovascular guidelines. JAMA Intern Med. 2014;174:1868–70. https://
doi.org/10.1001/jamainternmed.2014.4758.

28. Almutairi KM, Alonazi WB, Alodhayani AA, et al. Barriers to Cancer clinical
trial participation among Saudi nationals: a cross-sectional study. J Relig
Health. 2017;56:623–34. https://doi.org/10.1007/s10943-016-0306-8.

29. Ibarra M, Vázquez M, Fagiolino P. Sex effect on average bioequivalence. Clin
Ther. 2017;39:23–33. https://doi.org/10.1016/j.clinthera.2016.11.024.

30. Pretolani M, Soussan D, Poirier I, Thabut G, Aubier M on behalf of the
COBRA study group. Clinical and biological characteristics of the French
COBRA cohort of adult subjects with asthma. European Respiratory J. 2017;
50:1700019. https://doi.org/10.1183/13993003.00019-2017.

31. Gruber A, Taillé C, Chanez P, et al. Real-life experience with mepolizumab in
the French early access program for severe eosinophilic asthma. European
Respiratory J. 2019;54:PA1654. https://doi.org/10.1183/13993003.congress-
2019.PA1654.

32. Geller SE, Koch AR, Roesch P, Filut A, Hallgren E, Carnes M. The more things
change, the more they stay the same: a study to evaluate compliance with
inclusion and assessment of women and minorities in randomized
controlled trials. Acad Med. 2018;93(4):630–5. https://doi.org/10.1097/ACM.
0000000000002027.

33. Scott PE, Unger EF, Jenkins MR, et al. Participation of women in clinical trials
supporting FDA approval of cardiovascular drugs. J Am Coll Cardiol. 2018;
71(18):1960–9..

34. Parsons S, Starling B, Mullan-Jensen C, et al. What the public knows and
wants to know about medicines research and development: a survey of the
general public in six European countries. BMJ Open. 2015;5:e006420. https://
doi.org/10.1136/bmjopen-2014-006420.

35. Igwe E, Woodburn J, Davolos J, et al. Patient perceptions and willingness to
participate in clinical trials. Gynecol Oncol. 2016;142:520–4. https://doi.org/
10.1016/j.ygyno.2016.06.015.

36. Chu SH, Kim EJ, Jeong SH, Park GL. Factors associated with willingness to
participate in clinical trials: a nationwide survey study. BMC Public Health.
2015;15:10. https://doi.org/10.1186/s12889-014-1339-0.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Pahus et al. BMC Medical Ethics           (2020) 21:72 Page 8 of 8

https://doi.org/10.1002/pds.1342
https://doi.org/10.1080/073993398246403
https://doi.org/10.1080/073993398246403
https://doi.org/10.1177/1740774519840268
https://doi.org/10.1136/bmj.326.7400.1178
https://doi.org/10.1136/bmj.326.7400.1178
https://doi.org/10.1136/bmj.326.7400.1167
https://doi.org/10.1136/bmj.326.7400.1171
https://doi.org/10.1002/ibd.20883
https://doi.org/10.1016/j.amjms.2016.01.010
https://doi.org/10.1001/jama.2016.1353
https://doi.org/10.1001/jama.2016.1353
https://doi.org/10.1001/jama.294.11.1333
https://doi.org/10.1001/jama.294.11.1333
https://doi.org/10.1164/rccm.201502-0391LE
https://doi.org/10.1164/rccm.201502-0391LE
https://doi.org/10.1002/14651858.MR000021.pub3
https://doi.org/10.1002/14651858.MR000021.pub3
http://www.r-project.org
http://www.r-project.org
http://www.ffpneumologie.org/2008/01/28/livres-blanc-de-la-pneumologie/
http://www.ffpneumologie.org/2008/01/28/livres-blanc-de-la-pneumologie/
https://doi.org/10.1371/journal.pone.0014368
https://doi.org/10.1186/1471-2407-12-594
https://doi.org/10.1186/1471-2407-12-594
https://doi.org/10.1016/S0002-8703(03)00507-6
https://doi.org/10.1016/S0002-8703(03)00507-6
https://doi.org/10.1186/s13063-015-1105-3
https://doi.org/10.1186/s13063-015-1105-3
https://doi.org/10.1177/1556264615624078
https://doi.org/10.1001/jamainternmed.2014.4758
https://doi.org/10.1001/jamainternmed.2014.4758
https://doi.org/10.1007/s10943-016-0306-8
https://doi.org/10.1016/j.clinthera.2016.11.024
https://doi.org/10.1183/13993003.00019-2017
https://doi.org/10.1183/13993003.congress-2019.PA1654
https://doi.org/10.1183/13993003.congress-2019.PA1654
https://doi.org/10.1097/ACM.0000000000002027
https://doi.org/10.1097/ACM.0000000000002027
https://doi.org/10.1136/bmjopen-2014-006420
https://doi.org/10.1136/bmjopen-2014-006420
https://doi.org/10.1016/j.ygyno.2016.06.015
https://doi.org/10.1016/j.ygyno.2016.06.015
https://doi.org/10.1186/s12889-014-1339-0

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Study setting and population
	The questionnaire
	Group classification
	Sample size and missing data
	Statistics

	Results
	Trust and distrust group descriptions
	Factors associated with distrust group membership
	Patient willingness to participate in different clinical trial subcategories
	Factors associated with patient willingness to test drugs
	Factors associated with patient willingness to participate in research with pharmaceutical companies or public institutions

	Discussion
	Conclusions
	Supplementary information
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

