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The role of marketing communications is to 
advance the bottom line and the public good—
and not necessarily in that order. Giving back is 

an integral part of the New Normal. And there has never 
been a better tool to accomplish this mission than social 
media.

But healthcare marketing—and particularly of 
the regulated variety—is between a rock and a hard place. 
On the one hand, marketers understand the importance 
and opportunity in social media. It’s where the people 
are. It’s where the action is. But then there are all those 
pesky regulatory concerns.

As Walter O’Malley—the man who moved the 
Brooklyn Dodgers to Los Angeles once commented, 
“The future is just one damn thing after another.”

While everyone else is using social media as a 
healthcare communications blitzkrieg, or “lightening 
war,” regulated industry is digging in for a sitzkrieg, a 
“sitting war.”

This is not good news for pharma, physicians, or 
patients (also known as “consumers”). Social media is 
the newest arrow in the communications quiver, but 
it’s a  discipline both misunderstood and frightening 
to those  operating in the heavily regulated world of 
healthcare.

The Internet can be extremely useful in inform-
ing patient discussions with doctors. It can be a helpful 
tool to empower an individual in their medical deci-
sions. But  it is important to remember that not every-
thing online is true. The Internet has made it easier than 
ever before for charlatans and quacks to spread fear and 
misinformation. Mark Twain wrote, “Beware of health 
books. You might die of a misprint.” Having a website 
does not replace having insight.

Regulated companies mustn’t feel safe behind a 
social media Maginot Line. Social media is a social 
movement and using the excuse that healthcare firms 
can’t engage because “we’re different,” misses the point. 
Compliance issues are very important, but it’s precisely 

because of the “special difference”—the responsibility of 
advancing the public health—that these companies must 
engage actively and creatively in social media. 

There are a number of key issues relative to the use 
of social media by regulated healthcare entities. Let me 
address five:

1. User-Generated Content

If a consumer with no financial relationship or corpo-
rate interest posts a comment on a social media site that’s 
supported by a regulated entity—say a pharmaceutical 
company—is the regulated entity responsible for the 
content of the comment? 

User-generated content is de facto “interested” 
( otherwise there would be no content generation)—but 
does that mean that, de jure, it should be considered as 
regulated speech? 

As they say, where you stand often depends on 
where you sit. And if you sit in Europe, consider a new 
European Court of Justice ruling that says information 
about medicines produced by independent third parties 
outside any commercial or industrial activity may con-
stitute advertising, even though they have no connection 
with the product’s manufacturer or marketer.

According to the court, “… even though the third 
party in question is acting on his own initiative and com-
pletely independently of the manufacturer and the seller 
of such a medicinal product.”

That’s carte blanche for an almost complete gag 
order on anyone who wants to discuss anything to do 
with medicines. Under such a regulatory environment—
would letters to the editor become liable for an FDA 
warning letter? What about radio call-in comments? 
What about freedom of speech?

2. BloGs

What about blogs and other social media sites that accept 
pharmaceutical advertising? 
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Why are social media sites that accept advertising 
any different from publication such as the New York 
Times, or the Washington Post, or the New England 
Journal of Medicine? 

When is “interest” not “conflict of interest?” 
A related issue is that of “user” versus “property 

owner.” Specifically, websites owned and maintained 
by a regulated entity, but whose online content is cre-
ated exclusively by users without any financial “interest” 
behind their participation. For example, a social media 
site for people with diabetes that’s created and main-
tained by a company that markets a diabetes medicine. 
What are the responsibilities of the “property owner” 
and what do they need to prove vis-à-vis “disinterest?”

Relative to “intended to promote”—How can this 
be differentiated from “intended to share and educate?” 
And whose job is it to define such differentiation? 

3. sUBstantive inflUenCe

What rules should apply when a healthcare company 
wants to pitch a story to a blog or some other social 
media site with an audience that’s relevant to its market-
ing strategy?

As the Food and Drug Agency asked in its Federal 
Register notice, “Are there different considerations that 
should be weighed depending on the specific social 
media platform that is used or based on the intended 
audience? If so, what are these considerations?”

One thing that healthcare companies’ worry about 
is  that social media commentators will not factually 
report the news. A legitimate concern, but is this any 
 different then accurately pitching a story to a reporter at 
the New York Times and having her miss or misrepresent 
a clinical data point?

Whether it’s the New York Times or a blog or a 
social media site for caregivers, information “in” is vet-
ted and controlled. Information “out” is not. Errors and 
hyperbole are, for better or worse, freedoms of the press.

4. CorreCtive information

The FDA’s Federal Register notice comments that:  
“… companies have stated that they have not corrected 
what they believe is misinformation in the belief that 
they could be viewed by such an action as being respon-
sible for all the information on the target Web site rather 
than just the information that they post or submit.”

This is an issue that really strikes at the heart of the 
matter—the unintended consequences of having respon-
sible and regulated companies shy away from social 
media even to correct erroneous information.

According to the Pew Internet and American Life 
Project, 13 million Americans search online for answers 
to their health questions. Three quarters of these indi-
viduals rarely, if ever, check the sources of the material 
they find

Without the participation of regulated healthcare 
players, the social media field is left to snake-oil sales-
men, Internet drug dealers, unscrupulous trial lawyers 
and others who operate without almost any constraints 
whatsoever. Nature abhors a vacuum. It is irrespon-
sible not to correct healthcare information errors. And 
yet that is precisely the advice being regularly given 
by regulatory consultants. It is a sad state of affairs 
indeed that  ambiguity on behalf of the FDA has led us 
to this  dangerous state of affairs. Sad, perhaps—but not 
surprising.

5. adverse event reportinG

A real bête noire of social media—adverse event genera-
tion. Should companies actively avoid participation—even 
to the degree of monitoring—lest they uncover an adverse 
experience? Shouldn’t companies embrace social media so 
that adverse experiences can be found with greater alac-
rity? Shouldn’t companies be rewarded for such behavior? 
If regulated industry wants the FDA to be both regulator 
and colleague, then it’s not a leap of faith to imagine that 
the FDA would like industry to be  proactive in its search 
for new ways to surface adverse events.

There’s at least one large pharmaceutical com-
pany whose policy is not to monitor social media sites 
because they don’t want to unearth adverse events. Is 
this responsible? Is it even supportable? If this company 
received a call from a reporter and was asked if they 
purposely avoid social media so as not to find adverse 
experiences, would the truth set them free? Legally they 
may be in compliance, but it wouldn’t look good on 
Page One or sound very good in front of a congressional 
subcommittee. “In compliance” and “in the best inter-
est of the  public health” must not be mutually exclusive 
propositions. 

As F. Scott Fitzgerald wrote, “At 18 our convictions 
are hills from which we look; at 45 they are caves in which 
we hide.” Social media is still too young an adventure for 
us to seek shelter in the caves of caution, complacency 
and compliance.

Social media is communications at the speed of 
life. As Marshall McLuhan wrote, “At electric speed, all 
forms are pushed to the limits of their potential.” That’s 
a  terrific challenge, to be pushed to the limits of our 
potential. But are we willing to be roused and animated 
by the new frontier that is social media and the nascent 
healthcare experience? 
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Are we up to the challenge?

Having a web site does not replace having insight. 
Change is opportunity.

The use of social media by regulated industry is fal-
tering because of fear, timidity and misunderstanding.

How can the FDA be blamed for industry’s reluc-
tance to push the boundaries—even a little? Fear of 
warning letters? Fear of unearthing adverse events? I say, 
where there’s a will, there’s a way. If you won’t blaze the 
path—even a little—then don’t expect anyone to know 
where you want to go.

Unfortunately, blazing new territory through real-
time learning is not, shall we say, historically a tradition 
of regulated industry. Everyone wants to do new and 
exciting things—second.

More regulatory clarity? Not likely.

What are the odds, lacking direction, expertise and 
experience, that the FDA will deliver some kind of deus 
ex machina solution? Expecting the Holy Grail will only 
lead to disappointment and frustration. And blaming the 
agency when that happens won’t make anything better 
or move the social media agenda any further ahead. If 
industry is expecting to climb the steps of the agency’s 
headquarters at White Oak on its knees, kiss an FDA 
relic and miraculously throw away the crutches hobbling 
their ability to participate in social media, well, there had 
better be a Plan B.

Embracing social media means embracing regula-
tory ambiguity. That’s a paradigm shift for an industry 
that has been going in precisely the opposite direction. 

Social media (and its game-changing opportuni-
ties) demands a move away from the cautious tactics of 
the Vioxx Populi toward a better understanding of the 
digital Vox Populi. And that means more than spon-
sored Google links and branded Facebook pages with the 
interactivity turned off. 

It means mixing it up with real people in real time. 
It’s not going to be easy, or risk-free, or inexpensive. 
Whatever social media “marketing models” companies 
build will have to be elastic, just like the media environ-
ment in which they are designed to operate.

For the past 20 years, the overwhelming majority of 
pharmaceutical marketing budgets have been dedicated 
to promoting specific products. 

Due to a less robust drug development pipeline and 
an increase in the rates of patent expiry, the next era of 
pharma marketing will put a company and its corporate 
reputation front and center. 

When you think about it, it’s a perfect match for 
social media, where transparency is the most urgent, 
non-negotiable, and magnificent mantra. The change will 
be defined not by third-party groups or KOLs (although 

these traditional avatars have their place), but a company 
speaking on behalf of itself and its products.

I believe that the blockbuster era of the pharmaceu-
tical industry will be replaced by the era of post-patent 
medicine. To compete against generics and biosimilars, 
pharma companies will need not only a robust port-
folio of lower cost medications, but also an army of 
brand loyalists.

Communications programs supported by social 
media will be crucial tools in this process because they’re 
able to target people where they are. 

It’s estimated that Pharma loses $30 billion a year 
in patient non-compliance. True two-way social media 
has the potential to serve as a new and puissant health 
education platform that will help keep patients informed 
about the dangers of non-compliance by earning their 
trust through transparent dialogue. And that’s twice as 
true when it’s mobile-based.

As Dr. James Fowler of the University of California 
at San Diego, opined, “Pharma must realize their own 
network power.”

Where there’s a will there’s a way. 

There are a few key conundrums that are often over-
looked or misconstrued when we discuss social media in 
the context of regulated speech:

There is a difference between online advertising and 
social media
When the FDA sent out the “famous 14” warning letters 
on sponsored Google links, many pharmaceutical regu-
latory review professionals said, “You can’t use social 
media,” and breathed a secret sigh of relief—another sign 
of an ever-growing regulatory Stockholm Syndrome.

But they were wrong; because when you read the let-
ters it becomes quickly evident that the agency equates 
“sponsored links” not with social media—but with paid 
advertising. In the context of those letters, “sponsored” 
equals “paid.” And there are rules for that.

Beware, because as Disraeli said, “A precedent 
embalms a principle.”

There is a difference between social media platforms 
and social media content
FDA sent out a warning letter regarding a YouTube 
video  where a paid celebrity spokesperson said that a 
drug had “cured” his disease (a decidedly off-label claim, 
shades of Dorothy Hamill and Vioxx). And some internal 
reviewers industry-wide said, “You can’t use YouTube.” 
Not so. 

If the content is non-compliant, then it is non-
compliant regardless of platform. On the positive side, 
I believe the reverse is also true.
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OPDP Director Tom Abrams has made it clear 
that when there is guidance from the agency on social 
media, it will NOT include agency direction on how to 
use specific platforms such as YouTube or Facebook or 
Twitter—and that includes emerging mobile platforms 
too. 

The fear of user-generated content and off-label 
 conversations is real … but
There are a multitude of solutions, ranging from moder-
ating comments (which are generally accepted by social 
media communities as long as they understand the 
necessity for such moderation) to corporate responses 
directing the user to a given product’s PI and pre-vetted 
company web pages.

Who’s responsible for what?
Social media is a big place. Can any single company be 
held responsible for what’s said about itself or its prod-
ucts anywhere online?

Consider the current on-the-books guidance, which 
reads, “Applicants should review any internet site spon-
sored by them for adverse experience information, but 
are not responsible for reviewing and internet sites that 
are not sponsored by them.”

But what does “sponsored” mean?

Consider the oft-heard TV voice-over, “This portion 
of the Masters is sponsored by (NAME OF ERECTILE 
DYSFUNCTION PRODUCT).

Nobody in the viewing audience thinks the sponsor 
chose the speed of the greens or the pairing of the golfers, 
or the height of the rough. But say, “sponsored” on inter-
active social media and watch the sparks fly at internal 
regulatory review.

Let’s be blunt—expecting a regulatory Holy Grail 
will only lead to disappointment and frustration. And 
blaming the FDA when that happens won’t make any-
thing better or move the social media agenda ahead any 
further or faster.

At the end of the day, the issue of social media and 
FDA regulations was summed up nicely by another 
senior member of the FDA brain-trust who told me 
 privately that, “We need to learn to talk to people the 
way they talk to each other—and that’s going to create a 
 culture shift at the FDA.”

What Pharma wants (or should want) is permission 
from the FDA to guide itself. And that permission has 
been granted.

The December 27, 2011 Draft Guidance, “Responding 
to Unsolicited Requests for Off-Label Information 
About  Prescription Drugs and Medical Devices” offers 
sound counsel but not much in the area of direct guid-
ance. Nevertheless, there are valuable lessons to be 

learned—if you are willing to read between the numer-
ated lines.

The draft guidance doesn’t address many of social 
media’s (referred to in the document as “emerging elec-
tronic media”) regulatory red flags such as adverse events, 
the question of property owner vs. property user, and a 
more precise discussion of what “sponsored” means. 

But the giant regulatory bugaboo, not only of social 
media but of regulated speech writ large, is off-label com-
munications. So those who are complaining this docu-
ment isn’t “comprehensive enough” don’t understand 
what it has to offer. 

Lesson #1: The agency is saying (in so many words) “if 
you wouldn’t say it off-line, don’t say it on-line.” It isn’t a 
question of platform-specific guidance (regulatory rules 
for YouTube or FaceBook or Twitter). Rather, the FDA 
is asking industry to use their best judgment in this new 
and, well, emerging media. That’s the good news. 

The bad news is many folks in Pharma find that 
frightening.

The agency recognizes companies are already 
responding to unsolicited requests for off-label informa-
tion. That means the current procedures companies have 
in place to address these requests are (when properly 
 followed) FDA compliant.

Lesson #2: When trying to create processes and proce-
dures for social media communications—draw parallels 
to existing communications processes and procedures.

That’s not, however, a get-out-of-jail-free card by any 
means. Just as with traditional communications, there’s 
a great deal of regulatory ambiguity and use of the FDA’s 
favorite tense—the conditional tense: The role of legal 
and medical in the review of social media communica-
tions (relative to off-label issues and beyond) is still cru-
cial. This draft guidance doesn’t lighten the regulatory 
burden—it just makes it more feasible.

What it also says (IMHO) is that responding to 
unsolicited off-label communications is, indeed, in the 
best interest of the public health:

FDA recognizes that it can be in the best interest of 
public health for a firm to respond to unsolicited 
requests for information about off-label uses of 
the firm’s products that are addressed to a public 
forum, as other participants in the forum who 
offer responses may not provide or have access to 
information about the firm’s products. 

The agency has, importantly, made a clear dis-
tinction between “solicited” and “unsolicited” off-label 
questions:
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Unsolicited requests are those initiated by persons 
or entities that are completely independent of the 
relevant firm. (This may include many health care 
professionals, health care organizations, members 
of the academic community, and formulary 
committees, as well as consumers such as patients 
and caregivers). Requests that are prompted in any 
way by a manufacturer or its representatives are 
not unsolicited requests.

Lesson #3: The message being sent here is, “don’t get 
too cute.” And that’s worth remembering. Using social 
media for marketing is okay—but using it to advance the 
public health takes precedence.

One key area that requires greater clarification (on 
the part of the FDA) is the definition of an unsolicited 
off-label request.” Does it have to actually be a question 
or could it also be a non-interrogative incorrect statement 
about the off-label use of a product? Independent third 
parties who make erroneous statements about off-label 
use generally are ignorant of the fact that they are mak-
ing factual misstatements. 

Shouldn’t a company be able to respond to factual 
errors that aren’t in the form of a question? Isn’t the whole 
idea here not to play Jeopardy with the public health?  
Agency clarification is necessary so that companies can 
regularly and aggressively correct on-line misinforma-
tion about their products. 

Lesson #4: It is the responsibility of every company to 
correct product misinformation that it discovers not 
only in social media—but it all media. After all, what 
would a company do if a factual mistake about one of 
its  products appeared in the pages of the New York 
Times?

The draft guidance also offers some very sound and 
practical tactical advice. For example, when dealing with 
off-label questions:

Information distributed in response to an 
unsolicited request should be provided only to the 
individual making the request directly to the firm 
as a private, one-on-one communication.

And:

If a firm chooses to respond to public unsolicited 
requests for off-label information, the firm should 
respond only when the request pertains specifically 
to its own named product (and is not solely about 
a competitor’s product).

Lesson #5: Take conversations about off-label use (and, 
IMHO, adverse events) off line and into existing pro-
cesses and procedures.

The FDA requires some additional assistance in 
understanding social media. Specifically:

FDA is also concerned about the enduring 
nature of detailed public online responses to off-
label questions because specific drug or device 
information may become outdated (e.g., new risk 
information may become available). 

While it’s good to be concerned, it’s also important 
to recognize that any piece of information ever written 
on social media (generally speaking) is going to be avail-
able forever for those who know how to find it. Perhaps a 
better way to address this concern is:

Lesson #6: Companies who respond to posts on inde-
pendent third party sites should continue to regularly 
monitor those sites for future legitimate interventions.

Another questionable statement in the draft guid-
ance concerns the use of “brand.com” sites as an inap-
propriate way to address unsolicited public off-label 
questions:

The public response should include a direct  
link to the current FDA-required labeling, if 
any, but should not include links to any other 
information (e.g., product websites, product 
promotional materials, firm websites, third-party 
websites). 

Why shouldn’t a product website, assuming that 
every word on the site is appropriately compliant, be 
used? Isn’t this where the most comprehensive, up-to-
date, and accurate product information resides?

If the agency is concerned about the legacy of “old” 
on-line information, they should support options that 
are regularly (and factually) updated—such as brand.
com sites and apps.

The draft guidance also raises the issue of commu-
nications with health care professionals and formulary 
committees. For both of these constituencies, seeking a 
regulatory parallel is useful. For healthcare profession-
als, the current guidance on Good Reprint Practices is 
as clear (and useful) for a social media interaction with 
a physician (or nurse-prescriber) as it is for a one-on-one 
office visit by a pharmaceutical company representative. 

Lesson #7: Social media means more than market-
ing products. It means using this “emerging electronic 
media” to advance the public health by communicat-
ing factual and timely information. In short—sharing 
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knowledge with those who want it, when they want it, 
where they want it. 

Lesson #8: Not just when a marketer wants to. Strategic 
use of social media can put the pharmaceutical industry 
back in the public health business in the eyes of physi-
cians and patients.

Lesson #9: It’s about judgment. If a company can make a 
strong case (internally and honestly) that a social media 
engagement truly advances the public health, it’s a strong 
foundation for ensuring compliance.

Lesson #10: Pharma, Guide Thyself.

When it comes to social media, the FDA wants com-
panies to do what’s in the best interest of the physician 
and the patient (really!). 

But there’s an unfortunate disconnect—the regu-
latory go-forward proposition of many companies is to 
avoid any regulatory ambiguity. The result is a vast regu-
lated healthcare wasteland. 

What about social media and the crucial public health 
issue of adherence/compliance?
Zig Ziggler once said, “If what you’re doing isn’t work-
ing, try something else. If what you’re doing is working, 
try anything else.” While there are certainly success sto-
ries and validated methodologies in the battle for bet-
ter adherence/compliance, we’re losing the war. It’s time 
to reconsider what we’re doing—and social media is a 
 logical tool.

As I see it, there are six issues we are trying to 
impact — and they are linked:

1. Sub-optimal patient outcomes (the Big 
Kahuna).

2. Sub-optimal physician pay-for-performance 
metrics. (More important today than ever and 
back at the top of strategies to control costs. 
Alas—one of the unintended consequences of 
pay-for-performance is that some physicians 
will try to game the system by not seeing those 
patients who they see at high risk for non 
adherence/compliance.)

3. Lower healthcare costs for payers. Not 
surprisingly, all of the big private payers are in 
the adherence/compliance game with both feet.

4. Sub-optimal profits for pharmaceutical 
companies. (The sale doesn’t end once the script 
is written.)

5. Impact on safe-use. The way to make drugs 
“safer” is to ensure they are used appropriately. 

Safe use begins with adherence/compliance. 
(Hear that FDA?)

6. Lower healthcare costs for society. (You might 
have heard of this issue—it’s been in the news 
a lot.)

Alas, there are no magic bullets in the fight to 
improve adherence/compliance. News articles feature 
talking pillboxes that offer bells and whistles, rings, 
buzzes, and flashes, and that’s all to the good—but they 
only combat forgetfulness (purposeful  or otherwise). 
It’s a part of the solution—but, just as in the battle 
against counterfeit medicines, it’s only a piece of the 
puzzle.

Some think that (as with REMS), the FDA should 
insist that new drugs have adherence/compliance plans 
that can be monitored and improved through iterative 
learning. Should sales reps (or, better yet, MSLs) “detail 
adherence/compliance programs and share validated 
tools for adherence/compliance “triage?” The only thing 
that’s currently on the table is that the FDA has prom-
ised to make MedGuides more user-friendly. (We can do 
better.)

Others talk about behavior modification through 
gamification—and that too is a useful pathway. We talk 
about carrots—but what about sticks to address bad 
patient behavior (particularly sticks of the financial 
variety)?

All of these are important. But talking pillboxes 
and  better MedGuides are only making existing tools 
better. And trying to “regulate” adherence/compliance is 
a slippery slope indeed. To really make a difference, to 
change the game, what we really need are solutions that 
impact social conditioning and address patient responsi-
bility—and that means using innovative platforms such 
as social media and, specifically, apps.

Not apps that are medical devices (although those 
play an important role in 21st century healthcare), but 
apps that remind, cajole, educate, praise, incentivize, and 
assist patients in their quest for better health. Apps are at 
the nexus of sage use, treatment outcomes, and patient 
satisfaction. And it’s not science fiction.

At present, there are some 17,828 healthcare and 
fitness apps and 14,558 that can be deemed “medical.” 
While some are better than others, these numbers tell us 
one thing—this is not a fad or a trend. It is reality.

And as Philip K. Dick wrote, “Reality is that which, 
when you stop believing in it, doesn’t go away.”

Will our socio-economic “technology gap” lead 
to a more pronounced “adherence/compliance gap?” 
It’s an important question. That’s why it’s crucial we 
remember there is no one-size-fits all solution. But that’s 
mustn’t mean we disregard the reality of the growth and 
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pervasiveness of apps, mobile apps. Let’s face it, when it 
comes to mobile phones, any gap is rather narrow.

Apps for adherence/compliance are “safe use” apps. 
Apps that can be “prescribed” by physicians to their 
patients are the wave of the present. Adherence/compli-
ance “app-ens” and patients, physicians, payers, pharma-
ceutical companies—and society benefit.

Mario Andretti said that If everything seems under 
control, you’re not going fast enough.

As social media participation by regulated health-
care companies continues its slow slog forward, here are 
some issues to ponder:

* Intent. Internal company debates often focus on 
responsibility for what happens after a corporate com-
ment is posted. And that’s important. But what’s more 
important is what drove the company’s decision to make 
the post in the first place. What was the intent? Was it 
marketing-driven or was it done in the best interest of 
a patient or the broader public health? Intent counts. 
Just  as the FDA has asked whether or not the speaker 
and the audience matters when it comes to the issue of 
“scientific exchange,” so too is this relevant in helping 
to determine “responsibility” for what takes place on a 
social media site.

Does this mean that (at least initially) regulated 
healthcare speech in social media will be more corporate 
(vs. product) driven?

* Control. When it comes to the “property owner vs. 
property user” question—what is the difference between 
“sponsorship” (generally defined by an exchange of 
money) and “control” (a more ambiguous but no less 
important concept)? If you control something, then 
can you be considered able to prevent something from 
 happening—such as a discussion of off-label use?

* Environment. If you buy a banner ad on Google, 
that’s advertising. But if that ad appears above an organic 
search that you do not either sponsor or control—are you 
responsible for the broader environment of that page? 
Perhaps the best way to approach that question is to 
offer this thought experiment—If you decided to run a 
commercial for a statin on the evening news and, dur-
ing the course of the program, there was a feature on 
off-label use of statins—would you be responsible for the 
environment? 

* Safety Information. Is it a good thing or a bad 
thing for consumers to spend more time interacting 
with important safety information? Of course it’s a good 
thing. 

Here’s a question that’s calling for some solid 
research—do consumers spend more time with ISI via 
the traditional off-line “brief summary” and patient 
package insert, or on-line via click-throughs? Inquiring 
minds want to know. If it is the latter, then that would 
further strengthen the argument that its important for 

regulated healthcare companies (on both corporate and 
product fronts) to participate in social media for the 
 public good.

* Commitment. Perhaps the one thing that is the  
toughest to internalize is that social media is a  commitment—
not a tactic. Obvious financial and FTE implications 
here, but more frustrating is the fact that participating in 
social media means playing with irrational actors—like 
patients.

Is social media about “collaborating” with consum-
ers or “cooperating” with them? What’s the difference? 
Cooperation happens when both sides want to survive. 
Collaboration happens when they want to thrive. 

Collaboration means interacting honestly and trans-
parently. And Pharma’s opportunity (within the context 
of social media) is to be the first among equals.

Success for Pharma in social media will come 
through collaboration. And that doesn’t mean, “selling.” 

Transparency (via social media) is leading to ero-
sion in trust of once sacrosanct gurus such as physi-
cians, corporate spokespeople (and their avatars) and 
other “experts” (not the least of which is the mainstream 
media). 

It’s been a painful and swift denuding of influence. 
Rather than being slowly disrobed, yesterday’s unques-
tioned experts have been roughly stripped of their influ-
ence and authority. You can’t airbrush social media.

While various “emperors” are being exposed as hav-
ing no clothes, the void is being filled with robust and 
real-time peer-to-peer communications. 

Alas, there are also many ascendant false prophets. 
The Internet is full of them. Some are well-meaning (but 
still dangerous) idiots, others are pure charlatans. 

Social media is a wonderful “green field of opportu-
nity.” But to maximize the opportunity, we must accom-
modate the reality of a messier world. Social media, 
almost by definition, is messy—and the regulatory frame-
work (or lack thereof) is equally so. And it’s not likely to 
get much better. 

Nobody said it was going to be easy. If we need to 
change our national healthcare paradigm we must also 
change the way people learn, discuss and address health-
care issues. And that means social media.

Social media is interactive—and it is interactively 
egalitarian. 

Social media requires interactive engagement in real 
time. It requires you to play rather than purchase. And 
that’s a wonderful opportunity—because you cannot 
purchase passion.

Regulated healthcare industry must participate in 
social media –not because of its potency as a marketing 
vehicle—but because it’s the right thing to do. That being 
said, here are 11 principles that must serve as the basic 
substrate of regulated social media participation. 
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1. We engage in social media to help improve the 
lives of patients and advance the public health 
of our nation.

2. We will thoughtfully engage in social media 
while remaining in compliance with both the 
letter and the spirit of FDA regulations.

3. Our social media engagements will have both 
strong public health themes and appropriate 
marketing communications. 

4. All social media messages and partnerships 
must be accurate, appropriate and transparent.

5. We believe that social media presents multiple 
opportunities to learn more about how our 
products impact the lives of patients.

6. We believe that social media engagement 
allows us to correct errors and misperceptions 
about both our company and our products.

7. We believe in using social media discover 
adverse drug experiences, which will then be 
addressed off-line.

8. We will strive to interact in a timely manner, 
appropriate to the general expectations of 
social media.

9. We believe that social media must be regularly 
monitored and our programs measured in real 
time to gauge effectiveness.

10. We respect but are not responsible for user-
generated content that resides on sites we do 
not control.

11. We believe the path to engagement is 
through useful and thoughtful content and 
commentary.

One principle that runs as a red thread throughout 
all of these 11 principles is transparency. Real, honest 
transparency—not the usual translucency that “in com-
pliance” often brings.

NIH Director Francis Collins recently said, “We are 
living in an awkward interval where our ability to cap-
ture information often exceeds our ability to know what 
to do with it.”

Collins’ comment was directed at the complete 
human genome sequence—but is equally germane to an 
equally complex human proposition—social media.

It’s time for action. As Friedrich Engels said, “An 
ounce of action is worth a ton of theory.”


