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Original Research  

One practice’s experiment  
in refusing detail rep visits
Physicians and staff discovered that the benefits of 
refusing visits from pharmaceutical representatives 
outweighed the perks they had grown accustomed to.

Abstract
Purpose c The physician-pharmaceutical in-
dustry relationship has come under increasing 
scrutiny. Little guidance exists concerning how 
smaller practices should manage this relation-
ship. In 2006, Madras Medical Group, a small 
family practice in rural Oregon, implemented 
a policy prohibiting visits from representatives 
of the pharmaceutical industry and the accep-
tance of drug samples. This qualitative study 
documents the attitudes of clinic personnel in 
response to this policy.
Methods c Semistructured interviews were 
conducted using standardized questions relat-
ed to 4 areas of policy perception: verification 
of policy decision, impact on clinic operations, 
influence of pharmaceutical industry, and les-
sons to share. Common themes were identified.
Results c Three physicians and 3 nurses par-
ticipated in the study. There was consensus 
on the existence and effectiveness of the 
clinic policy. Key themes identified from both 
groups of interviewees included the percep-
tion of enhanced clinic operation after elimi-
nating interruptions from pharmaceutical 
representatives, positive response from the 
public, and reduced diversion of samples for 
personal use. Clinicians interviewed agreed 
that samples were of questionable benefit, 
that information obtained from industry rep-
resentatives was incomplete or of question-
able veracity or objectivity, and that it was 
helpful to substitute other drug information 

sources and clinic-sponsored lunches for past 
industry offerings.
Conclusion c In this case study, a policy pro-
hibiting pharmaceutical representatives from 
a small family practice was well accepted 
and a source of pride among physicians and 
nurses. Other clinics wishing to enact a similar 
policy may wish to supplement their efforts 
by proactively using other sources of drug  
information.

A 2004 national survey of more than 
3100 American physicians in 6 spe-
cialties reported that 94% had some 

type of relationship with the pharmaceutical 
industry, mostly involving the receipt of food 
in the workplace (83%) or free drug samples 
(78%).1 Family physicians met with industry 
representatives more frequently, on average 
16 times per month, than other specialties.1 
But at what expense?

Physician interaction with the pharma-
ceutical industry and acceptance of drug 
samples has been shown to increase pre-
scription costs and nonevidence-based pre-
scribing.2-4 Furthermore, evidence suggests 
that samples are not distributed to the needi-
est of patients,5 and that sampled medicines 
may be distributed with inadequate labeling, 
instruction, or discussion of adverse effects.6,7

Evidence suggests doctors receive little 
value from detailing visits.8,9 Physician or-
ganizations, including the National Physi-
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Not seeing  
pharmaceutical 
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improved  
patient flow.

cians Alliance,10 No Free Lunch,11 and the 
American Medical Student Association,12 
have explicit policies refusing gifts from 
drug companies and encourage members 
to examine the ethical implications of inter-
actions with drug detailers. However, little 
guidance or evidence exists concerning the 
development of individual clinic policies re-
garding access of pharmaceutical represen-
tatives, the use of drug samples, or how such 
policies might affect prescribing practices of 
physicians.

Concerned about the operational impact 
of increased detailer visits on their private 
practice, the 5 physicians affiliated with Ma-
dras Medical Group decided by consensus to 
discontinue seeing pharmaceutical represen-
tatives and accepting and distributing drug 
samples. At the same time, they instituted 
scheduled group educational meetings to re-
view nonindustry-supported, objective phar-
maceutical resources. They also participated 
in a qualitative study to gain insight into the 
impact of this policy change on physician and 
nurse attitudes toward the practice of phar-
maceutical detailing.

METHODS
The study team, which included academic 
researchers unaffiliated with Madras Medi-
cal Group, used semistructured interviews 
with clinicians and key staff members at the 
rural family practice office. After a detailed 
literature review, the team created a set of  
5 open-ended questions to obtain physician 
and nurse perceptions in 4 areas:

	1. � �verification of the decision process and 
policy change banning pharmaceutical 
representatives and drug samples 

	2.  �impact of the policy on patients, physi-
cians, nursing staff, and clinic operations

3.  �perceived influence of pharmaceutical 
representatives and drug samples on the 
practice

	4.  �lessons learned to share with other fam-
ily medicine practices contemplating 
implementation of a policy excluding 
pharmaceutical representatives and drug 
samples.
On a single day about 2 years after the 

policy change, an out-of-town neutral inter-

viewer (GA) unaffiliated with the practice 
interviewed physicians and nurses. The in-
terviewer asked the predetermined ques-
tions of each study participant and was free 
to ask related questions depending on the 
answers. The team taped the interviews and 
had them transcribed. Two study investiga-
tors and a senior research associate, none 
of whom were associated with the practice, 
read each transcript and independently 
identified common themes, concordance, 
theme saturation, and unique perspec-
tives. The study was approved by the Oregon 
Health & Science University Institutional 
Review Board.

RESULTS
Six clinic personnel participated in the in-
terviews: 3 family physicians with an aver-
age of 8 years of practice, and 3 nurses with 
an average of 20 years of service. (The other 
2 practice physicians were not in the office 
on the day interviews were conducted.) The 
interviewees agreed that the practice was free 
of pharmaceutical representatives, sample 
medicines, and marketing paraphernalia 
(pens, note pads, etc.). Each interviewee un-
derstood and supported the policy.

The analysis of participant responses was 
organized into 6 themes: 

	1.  patient flow impact
	2.  detailing influence on prescribing
	3.  �appropriate use and availability of thera-

peutically important medications
	4.  �relevance of information provided by a 

pharmaceutical representative
	5.  value of detailer visits
	6.  patient and public response.

Patient flow impact
Study participants agreed that not seeing 
pharmaceutical representatives improved 
patient flow, and they viewed this lack of in-
terruption from detailers positively.

It’s nice not to have all the interruptions. 
We have enough interruptions without 
having to get a signature from a doctor 
here or try and talk them into spending 5 
or 10 minutes with this rep.

(Clinic nurse)
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Certainly our work flow is easier. I don’t 
have my office nurse coming to me saying, 
“You have to go to talk to this drug rep.”  
I can go through my day without being in-
terrupted that way. There are already plenty 
of interruptions. That’s not a necessary one.

(Clinic MD)

Influence on prescribing
All interviewees, particularly the physicians, 
viewed pharmaceutical detailing as a nega-
tive influence on clinical prescribing. This 
was a major reason for the change in policy. 
Such influences included receiving informa-
tion of questionable veracity or objectivity; 
prescribing sampled medications unneces-
sarily; choosing sampled drugs because of 
convenience; and possibly making unethical 
decisions under the sway of representative 
gifting.

I think we’d all like to think that the pres-
ence of the drug reps doesn’t affect the 
way we prescribe, but they wouldn’t be 
here if it didn’t. 

(Clinic MD)

Not having the sample cabinet … forces 
me to prescribe more on cost and efficacy 
than on what is in the sample cabinet.

(Clinic MD)

Appropriate use and availability of 
therapeutically important medications
Interviewees noted that sample medications 
offered by drug detailers were often of ques-
tionable benefit.

Samples we had were not necessarily 
the medicines we’d use first line. If you 
… start [a person with hypertension] on 
any medicine that’s in your sample cabi-
net, you’re not practicing good medicine 
… what you have is … expensive brand- 
name medicines that shouldn’t be first 
line, drive up costs, are not more effec-
tive, and possibly [have more adverse  
effects].

(Clinic MD)

For the most part I don’t see [samples as 
positively] impacting patients’ care at all. 

… We had a cupboard full of samples but 
nothing that was real useful in most cases.                                            

(Clinic nurse)

Some respondents indicated that when 
they looked in the sample cabinet, the medi-
cations there were not what they were looking 
for. This was a source of frustration. It was also 
noted that often the samples were not being 
dispensed to patients but were being used by 
clinic personnel and their families.

The most valuable elements were sam-
ples, so our husbands didn’t have to buy 
Lipitor.                                          

(Clinic nurse)

A lot of our samples were used by our 
staff and some of our physicians. I know 
cholesterol medicines in particular, PPIs, 
some antidepressants. … 

(Clinic MD)

Relevance of information provided  
by pharmaceutical representative
The physicians viewed the information dis-
tributed by pharmaceutical representa-
tives as, at best incomplete, and, at worst,  
misleading. 

The straw that broke the camel’s back 
around here was Vioxx. We were heavily 
detailed on Vioxx … and you know, the 
study that was designed to look at GI side 
effects—do COX-2 inhibitors have less GI 
risk than other NSAIDS?—found that it 
caused heart attacks instead. ... We’d been 
talking about this [policy] before Vioxx, 
but Vioxx brought it full front. 

(Clinic MD)  

Staff members, though initially less en-
thusiastic, grew to understand the policy, em-
brace the philosophy, and take pride in the 
clinic’s stance on pharmaceutical detailing. 

The philosophy of the physicians led to 
policy. The philosophy is, “Let’s get our 
information from sources that don’t have 
anything to gain from their reports. Let’s 
try to bring down the cost of drugs.” It’s not 
necessarily to the patient’s advantage to be 

The nurses,  
in particular,  
enjoyed the 
industry- 
sponsored 
lunches and 
viewed them as 
important social 
time for clinic 
employees.
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given samples of the most expensive drug 
on the market. 

(Clinic nurse)

Value of detailer visits 
The study subjects did not see the value of 
pharmaceutical detailing other than the peri-
odic industry-sponsored lunches. The nurses, 
in particular, enjoyed this perk and viewed it 
as important social time for clinic employees 
to interact outside of the clinical environment. 
Interviewees further noted that the physicians 
seldom attended these lunches, as they were 
busy with other tasks.

Staff liked the lunches. It was a nice treat 
for them. When we started [the policy 
change], we provided a once-a-month 
“pharm-free” lunch … still fun, social in-
teraction ... paid out of clinic funds. 

(Clinic MD)

Now that we’ve adjusted to it, we’re pret-
ty happy with it. Part of it was once per 
month someone would bring us lunch. …
Rather than educational for us, it was a 
social gathering. So the doctors now pro-
vide a once-a-month employee lunch.

(Clinic nurse)

Although some cost was incurred to re-
place pens, clock, staplers, and other branded 
items, the gifts brought by the detailers were 
not viewed as a big benefit for the clinic or its 
staff. The ethics of gifting was raised as a con-
flict of interest. 

Patient and public response
To explain the key reasons behind the change 
in policy to patients and the community,  
Madras Medical Group sent press releases to 
local news outlets, and physicians took time to 
discuss the issues of samples and gifting with 
their patients.

We submitted a press release to the  
Madras Pioneer [local weekly newspaper] 
and Bend Bulletin [regional daily newspa-
per].  I think patients get this issue a whole lot 
better than doctors do. Doctors think they’re 
uninfluenced. They’re wrong. The general 
public knows and thinks they are. If you  

look at public surveys and patient surveys, it 
will very clearly tell you that patients take a 
dim view of this financial entanglement. 

(Clinic MD)

Anecdotal patient feedback to the policy 
was generally positive. Although the practice 
conducted no formal survey, physicians and 
nurses received little negative feedback from 
patients regarding the policy or the lack of 
available drug samples. Clinic members be-
lieve the policy has resulted in improved pa-
tient care and moral clarity.

The feedback I got back from patients was 
generally very positive … and I got a hand-
written thank you note that said, “Way to 
take a stand.” ... It seemed to me that a lot 
of the people who had the fewest resources 
and least education were the ones who 
seemed to understand it the most.

(Clinic MD)

DISCUSSION
This qualitative case study contributes to the 
discussion about the ethics and potential 
negative clinical effects of the doctor-phar-
maceutical industry relationship.2,13-20 Leading 
ethicists have long weighed in on the subject.15 
Medical and nonmedical media outlets are 
replete with articles outlining the practice of 
drug detailing and questioning its practice.21-24

Many academic medical centers have 
adopted policies regulating the interaction of 
the pharmaceutical industry with students, 
residents, and faculty.25 In 2008, the Associa-
tion of American Medical Colleges’ (AAMC) 
Task Force on Industry Funding of Medical 
Education released a report that included “de-
veloping principles, recommendations, and 
guidelines to assist members in refashioning 
industry relationships to better conform to 
high standards of medical professionalism.”26 
However, of the approximately 800,000 physi-
cians in the United States, only 22% practice 
full time at academic medical centers that 
would adopt the AAMC policies.27 

While Campbell et al reported that more 
than 90% of physicians interact with pharma-
ceutical representatives, little is known about 
how private practice professionals and office 
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staff perceive this interaction, its impact on 
office culture and workflow, and strategies or 
policies for managing this interaction.1 Our 
qualitative study provides insight into how 
a small private primary care practice views 
working in an environment free from direct 
pharmaceutical detailing.

The policy change evaluated in this 
study did not occur overnight. What began as 
a theoretical and abstract discussion of the 
potential conflicts of interest in the doctor- 
pharmaceutical company relationship evolved 
into a more thorough look at this practice’s 
habits.  Practice staff recorded the number of 
visits and lunches sponsored by drug compa-
nies and were surprised by the high frequency 
of these contacts. In response, the practice set 
limits on the number of such lunches and, 
later, on the number of detailing visits. Some 
doctors in the practice demanded that, during 
these visits, only peer-reviewed literature be 
cited by the representatives. After the rofecox-
ib (Vioxx) situation hit the press, the practice’s 
physicians became convinced that these lim-
ited interventions were not strong enough and 
developed the stringent policy change.

Before implementing the policy, the phy-
sicians discussed their rationale with the staff. 
Staff feedback was incorporated into the pol-
icy and, to date, there has been no staff turn-
over either related or unrelated to the policy. 
Recognizing the need for timely and accurate 
medication information, the practice began 
a structured and participatory monthly edu-
cational meeting using unbiased, evidence-
based materials that were previously available 
to the doctors but reviewed with varying fre-
quency by different providers.

Pharmaceutical gifts were acknowl-
edged as valuable to the staff (lunches, pens, 
samples, etc.) and lunches in particular of-
fered important social time. Overcoming 
the pushback from staff on the elimination 
of sponsored lunches was remedied by pro-
viding a monthly lunch with protected time 
for staff socialization. Interruptions in the 
busy clinical day decreased after the policy 
implementation, thereby improving patient 
flow. Without the frequent detailing visits, the 
nurses related that they were better able to 
focus on their clinical responsibilities. Addi-
tionally, the practice’s physicians and nurses 

observed that sample medications were often 
taken for personal use. The use of prescrip-
tion drug samples by clinic staff has been 
documented elsewhere.28

The practice’s physicians viewed the dis-
continuation of pharmaceutical representative 
visits and the elimination of samples through 
both clinical and ethical eyes. The detailing 
policy was changed to disentangle physicians 
from a relationship they believed adversely 
affected patient care. While gifts given in this 
practice consisted of lunches and trivial items, 
the physicians remained concerned about the 
subconscious impact of these gifts. This senti-
ment is echoed by research in social sciences 
documenting the powerful effect on human 
behavior through the receiving of gifts, even 
those of little value.29 

Other concerns surrounded the verac-
ity and objectivity of the commercial materi-
als. Recent scandals in drug marketing were 
among the issues that drove these concerns.30 
The practice’s physicians wanted prescribing 
decisions to be based on scientific informa-
tion obtained from unbiased sources. The 
policy change resulted in a marked decrease 
in interaction with drug detailers, but direct 
mail from pharmaceutical companies con-
tinued to arrive. Although the physicians’ re-
port of patient support for the new policy is 
anecdotal, it is consistent with other research 
showing that patients are aware of the influ-
ence of the pharmaceutical industry on pre-
scribing behavior.31

z Study limitations. This qualitative 
study occurred in a single rural family prac-
tice with a small number of study participants 
and may not be universally applicable across 
all practice locations, sizes, and specialties. 
Furthermore, qualitative studies in general 
do not offer rigorous statistical findings seen 
with other scientific methods.

This exploration does offer some struc-
tured insight into the complex relationship 
between the drug industry and practicing cli-
nicians. Because a significant proportion of 
physicians practice individually or in small 
groups, this study may be useful for others who 
are considering adopting similar policies.    JFP
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