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Background. Residents frequently interact with pharma­
ceutical representatives during their training. The pur­
pose of this study was to determine the prevalence of 
policies restricting or regulating the interactions of phar­
maceutical representatives with family medicine residents. 
Methods. A descriptive, cross-sectional survey was sent to 
all 386 accredited family practice residency programs. 
Programs were surveyed for the presence of restrictions 
or policies regarding the following circumstances and ac­
tivities through which pharmaceutical representative—resi­
dent interactions could occur: (1) contact during working 
hours, (2) clinic drug samples, (3) personal samples for 
residents, (4) displays, (5) distribution of literature, (6) 
gifts and outings, and (7) group presentations.
Results. Overall, residency programs tended to allow most 
of these activities and had only informal guidelines re­
garding pharmaceutical representative interaction. Written

policies were present in 58% of the programs. Prohibi­
tions of some type were present in 41% of the programs. 
A higher prevalence of written policies was noted in mili­
tary' programs, larger programs, and programs located in 
hospitals with only family practice residents.
Conclusions. There are wide variations among family prac­
tice residency programs regarding the regulation of phar­
maceutical representative-resident interactions. In view of 
the educational mission of residency training programs 
and the recent concern over the ethics of the relationship 
between the medical profession and the pharmaceutical 
industry', it would be prudent for all residencies to de­
velop written policies addressing the activities of pharma­
ceutical representatives in training sites.
Key words. Pharmaceutical representatives; ethics, medi­
cal; family practice; internship and residency. /  Fam Proa 
1992; 34:54-57.

I he influence of pharmaceutical marketing practices on 
medicine is multifaceted and has become the subject of 
ongoing controversy, viewed as beneficial by some and 
detrimental by others.1 5 Medical professional groups, 
such as the American Medical Association (AMA), have 
recently developed guidelines regarding appropriate 
pharmaceutical industry interactions with the medical 
community.6"8 The pharmaceutical industry spends an 
estimated $5000 to $6000 per physician per year on 
product promotion, through both print advertising and 
the extensive use of pharmaceutical representatives.9-12 
Of concern to some is what effect pharmaceutical indus­
try influence has on residency education. Lurie et al8 
showed that interactions between pharmaceutical repre­
sentatives and residents were frequent, and that these 
interactions could influence prescribing habits.
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Because of the high concentration of faculty and 
residents at academic training centers, these programs 
may serve as targets for the pharmaceutical industry.9 
Residents may be ill prepared to deal objectively with the 
barrage of industry-produced literature, “detailing,” and 
enticements that they will encounter in training.8-9'13-14 If 
training programs were to develop clearly delineated 
policies to regulate interactions between residents and 
pharmaceutical representatives, the outcome should be 
sound ethical behavior and an increased ability to objec­
tively evaluate information.

Currently, little is known about regulatory policies 
in residency training programs. This study was to deter­
mine whether formal policies exist in family practice 
training programs and what aspects of the interactions 
between residents and pharmaceutical representatives 
they attempt to control.

Methods
In January 1991, we surveyed directors of all 386 pro­
grams listed in the reprint of Accredited Graduate Rcsi-
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Figure 1. Prevalence and for­
mality of policies of family 
practice residency programs 
regulating seven specific activi­
ties of pharmaceutical represen­
tatives.
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dency Programs in Family Practice of the American 
Academy of Family Physicians (AAFP). We inquired 
about seven types of common interactions between res­
idents and pharmaceutical representatives: (1) contact 
during working hours, (2) complimentary clinic drug 
samples, (3) drug samples for residents’ personal use, (4) 
displays at residency activities or clinic sites, (5) distribu­
tion of literature, (6) gifts and social events, and (7) 
group presentations. The survey asked whether such 
activities were or were not allowed, and whether the 
policy was informal (not written down) or formal (writ­
ten down).

To assess program characteristics that may be asso­
ciated with the policies, programs were classified by 
program administration, size, and teaching status, ie, 
family practice residents only or presence of other resi­
dents in the hospital. Program administration was de­
fined by the categories assigned by the AAFP as (1) 
community-based, no medical school affiliation, (2) com­
munity-based, medical school affiliated, (3) community- 
based, medical school administered, (4) medical school- 
based, and (5) military. A program size of 18 residents 
was the cutoff used to classify programs as small err large, 
with small being <18 residents, and large being >18 
residents.

Since we surveyed our complete target population, 
significance testing was not performed. Three hundred 
thirty-two surveys were returned. Four were excluded 
because the programs currently had no residents. This 
resulted in a total of 328 usable surveys for an 86% 
response rate after two mailings.

Results
Figure 1 shows the overall results for all programs. For 
all survey categories, the most common practice was to 
allow an activity with informal guidelines. For personal 
samples, literature distribution, and gifts and outings, the 
next most common practice was to allow the activities 
with no formal or informal policy. For the remainder of 
the categories, the most common practice was to allow an 
activity, but with written guidelines. The least reported 
practice in all categories was to prohibit an activity with 
cither informal or written policies.

For the subsequent analyses, we were interested in 
whether programs had any kind of written policy or 
prohibition in place. A program was considered to have 
a written policy if it reported having at least one written 
policy either allowing or prohibiting one of the activities. 
A program was considered to have a prohibition if it had 
either an informal or written policy forbidding an activ­
ity.

Overall, 190 (58%) programs have a written policy, 
and 133 (41%) have prohibitions. O f the programs with 
prohibitions, only a small number (6%) prohibited more 
than two activities. By contrast, written policies tended 
to be more comprehensive, with 58% covering more 
than two areas. Table 1 shows the distribution percent­
ages of written policies and prohibitions by types of 
program administration. All 13 military programs had a 
written policy, and 11 of the 13 (85%) had prohibitions. 
There were no striking differences noted with the other 
program types. Because the military programs were so
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