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Aren't doctors smart enough and ethical enough to not be influenced by a slice of pizza?

Doctors are intelligent people who care about their patients. As a result, most of us don't believe that we will
be influenced by marketing. Yet the gifts, food, personal relationships, and biased data presentations work
very well—on an unconscious level. This is a consistent finding in the medical and social sciences literature
(for a concise review, see Dana & Loewenstein 2003).

It is also important to consider that the pharmaceutical industry spends $30 to $60 billion on marketing every
year—this is nearly twice the amount that these companies spend on drug research and development
(Donohue, Cevasco, & Rosenthal 2007; Gagnon & Lexchin 2008). Pharmaceutical companies know exactly
what their money is buying, and the returns on their marketing expenditures are good. Most of that marketing
is directed at doctors. Between the one-on-one visits with physicians, freebies, marketing samples, and
industry-funded meetings, these companies annually spend $35,000 to $61,000 per doctor in the US
(Donohue, Cevasco, & Rosenthal 2007; Gagnon & Lexchin 2008).

If we constrain pharmaceutical companies' ability to market their expensive, new drugs, then
won't that hurt innovation? R&D is expensive.

Truly innovative and valuable drugs don't require expensive marketing campaigns; the evidence speaks for
itself. It is the "me-too" drugs, or the new drugs without clear therapeutic advantages, that require the
aggressive campaigns to change prescribing. These drugs are nearly identical to those already on the
market—just more expensive due to patent protection. Of the 3,122 drugs reviewed by the journal Prescrire
over the last 25 years, only 2% were found to provide an important therapeutic innovation, while over 90% did
not appear to offer any real benefit over already-available drugs (Prescrire International 2005). In addition,
marketing often drives rapid uptake of new drugs based on supposed therapeutic superiority; in the course of
time, a much less positive risk-benefit picture often emerges (recent examples include Vioxx, Avandia and
Vytorin, as well as atypical antipsychotics, newer antidepressants and drugs for Alzheimer’s disease).

Can't some of these policies go too far? If we completely ban industry interaction, aren't we
throwing the baby out with the bathwater?

Industry certainly relies on advice from physicians to improve their products, and medicine relies on industry
to bring treatment innovations to market. Medical schools and professional societies have taken this into
account when designing strong policies on conflict-of-interest. These policies allow mutually-beneficial
relationships to flourish while limiting the aggressive marketing that biases medical decisions and can hurt
patients.
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More specifically:
Doesn't the industry need input from academic physicians to develop better products?

Yes, and consulting relationships are perfectly acceptable. However, in each case, the work should
be detailed in a contract and overseen in such a way as to ensure that payment is commensurate to
the task.

Don't drug representatives provide important education on how to use a drug? Why cut off
this source of information?

Pharmaceutical representatives are employed to increase the sales of the drugs they promote. They
are salespeople, paid from the companies' marketing budgets. The companies often have access to
each physician's individual prescribing record, so they can reward their representatives based on how
much they increase sales (Prescription Project “Fact sheet on Prescription Data Mining” 2007).

Pharmaceutical representatives present doctors with research and other information that is carefully
chosen to demonstrate the benefits of the drugs that they are marketing, not to be representative of
the literature on those drugs (Berman & Ahari 2007; Ziegler, Lew, & Singer 1995).

Sales representatives are a biased source of information at best; often they are a source of
misinformation. Sales representatives typically do not have a science background, let alone one in
pharmacology. Rather, it is charisma that is valued in their hiring and in their training. Some
companies even have found it effective to recruit their sales force from cheerleading squads (Saul
2005). As a result, it is not surprising that one study found that 11% of the statements in a series of
pharmaceutical company presentations were blatantly inaccurate; all of these misstatements were
favorable toward the promoted drug. None of the statements about competitors' drugs were favorable
(Ziegler et al. 1995).

Ultimately, doctors should not be relying on advertisements when making prescribing decisions. The
published, peer-reviewed medical evidence is summarized for physicians by several organizations
that do not have conflicts of interest. Such sources include, for example: The Cochrane Library, Drug
and Therapeutics Bulletin, Drug Effectiveness Review Project (the findings of which are further
summarized for patients by Consumer Reports Best Buy Drugs), First Consult, The Medical Letter,
National Institute for Health and Clinical Excellence (United Kingdom), Prescrire International, and
Therapeutics Initiative.

Drug samples can be helpful in getting a patient started on a new medication quickly,
especially if the patient's insurance doesn't cover it, so isn't it harmful to do away with
samples?

Drug samples are a very effective marketing tool. Samples often lead to physicians prescribing
expensive, new drugs in place of cheaper drugs that are at least as effective and have better-
established safety records (Adair & Holmgren 2005; Boltri, Gordon, & Vogel 2002; Chew et al. 2000;
Miller et al. 2008; Morgan et al. 2006; Ubel, Jepson, & Asch 2003).



Of course, this is the intention behind providing free samples. Pharmaceutical representatives often
actively discourage physicians from giving samples to patients who can't afford the drug. Rather,
samples are meant to give patients a taste of a drug in the hopes that they will feel the need to fill a
prescription and pay for it when the sample is done. This is why the cost of samples comes out of
companies marketing budgets.

And the strategy works. Lower-income patients are less likely to receive free samples than those with
incomes greater than 400% of federal poverty level; and those who are uninsured for all or part of the
year are less likely to receive samples than continuously-insured patients (Cutrona et al. 2008). A
recent, nationally-representative, longitudinal study confirmed that when patients receive free
samples, their out-of-pocket prescription costs increase by nearly 50% on average, going from $166
to $244 per 6-month period (Alexander et al. 2008).

Several academic medical centers have successfully stopped accepting samples with only narrow
exceptions (e.g., free clinics). These schools include, for example, Mt. Sinai, University of
Pennsylvania, Columbia, and the entire University of California system. Other schools have
implemented policies that mitigate the use of samples as a marketing tool and improve safety by
directing samples to be collected, logged, and distributed by the central pharmacy, removing the
intermediary sales representative and ensuring proper labeling and use. In addition to this, the
University of Pittsburgh is testing a system that would provide centrally-tracked branded samples
alongside free samples of reliable, generic medications with well-established records of safety and
effectiveness.

How will students learn to critically evaluate the sales pitches of drug representatives if they
don't interact with them during training?

One study looked at this precise question by comparing two similar academic medical centers, one of which
instituted a policy that banned drug representatives from the hospital. Physicians who had completed their
residency at that hospital during the ban were found to be more skeptical of drug reps than either physicians
who had trained at the comparison hospital during the same period or physicians who had trained at the same
hospital before the ban. The physicians who had trained under the ban were less than half as likely to find
information from reps beneficial in guiding their practice, and ultimately these physicians chose to have less
contact with sales representatives (McCormick et al. 2001).

This result is not surprising. Rarely, if ever, are students taught how to critically evaluate the claims of drug
reps when they interact with them on the wards. At the same time, teaching students how to critically evaluate
medical evidence does not require the presence of sales representatives; it requires training in research
methods and statistics. Moreover, the absence of sales representatives sends a powerful message—that
physicians should not rely on marketing for their education or seek out advertisements for information on
patient care. Habits acquired in training — whether they be to read comprehensive evidence summaries or to
rely on industry marketing — are often sustained throughout physicians' careers.



What about schools that don't own their own hospitals? They cannot control the clinical
settings.

Even schools that do not own their own hospitals can make policies that govern the behavior of their faculty,
residents, and students. These rules may include, for example, that faculty may not accept drug samples or
meet with marketing representatives.

The larger point is that medical schools and the hospitals in which their students and residents train depend
on each other, even if they are owned separately. The schools work together with the hospitals to provide a
high-quality training environment; part of that should be ensuring the practice of evidenced-based medicine
that is free from the influence of marketing. Students who are deciding where to go to medical school or
residency will inevitably take into account the hospital environment, regardless of who owns the hospitals.
Medical schools should work with their affiliated hospitals to create comprehensive conflict-of-interest policies,
which ultimately advance the quality of medical education and clinical care.

AMSA PharmFree Resource: Q&A on Developing Conflict of Interest Policies



References

Adair RF, Holmgren LR. Do drug samples influence resident prescribing behavior? A randomized trial. Am J Med. 2005;118:881—
884.

Alexander GC, Zhang J, Basu A. Characteristics of Patients Receiving Pharmaceutical Samples and Association Between
Sample Receipt and Out-of-Pocket Prescription Costs. Medical Care. 2008;46:394-402.

American Association of Medical Colleges. Report of the AAMC Task Force on
Industry Funding of Medical Education to the AAMC Executive Council. 2008. Available here:
http://www.aamc.org/research/coi/industryfunding.pdf

Boltri JM, Gordon ER, Vogel RL. Effect of antihypertensive samples on physician prescribing patterns. Fam Med. 2002;34:729—
731.

Brennan TA, Rothman DJ, Blank L, Blumenthal D, Chimonas SC, Cohen JJ, Goldman J, Kassirer JP, Kimball H, Naughton J,
Smelser N. Health industry practices that create conflicts of interest: A policy proposal for academic medical centers. JAMA.
2006;295:429-433.

Chew LD, O'Young TS, Hazlet TK, Bradley KA, Maynard C, Lessler DS. A Physician Survey of the Effect of Drug Sample
Availability on Physicians' Behavior. J Gen Int Med. 2000;15:478-483.

Chirac P, Torreele E. Global framework on essential health R&D. Lancet. 2006;367:1560-1561.

Cutrona SL, Woolhandler S, Lasser KE, Bor DH, McCormick D, Himmelstein DU. Characteristics of Recipients of Free
Prescription Drug Samples: A Nationally Representative Analysis. American Journal of Public Health. 2008;98:284—289.

Dana J, Loewenstein G. A social science perspective on gifts to physicians from industry. JAMA 2003;290:252—-255.

Donohue JM, Cevasco M, Rosenthal MB. A decade of direct-to-consumer advertising of prescription drugs. New England
Journal of Medicine. 2007;357:673-681.

Fugh-Berman A, Ahari S. Following the script: How drug reps make friends and influence doctors. PLoS Med. 2007;4:621-625.

Gagnon MA, Lexchin J. The Cost of Pushing Pills: A New Estimate of Pharmaceutical Promotion Expenditures in the United
States. PLoS Med. 2008;5:29-33.

Keehan S, Sisko A, Truffer C, Smith S, Cowan C, Poisal J, Clemens MK, and the National Health Expenditure Accounts
Projections Team. Health Spending Projections Through 2017: The Baby-Boom Generation Is Coming To Medicare. Health
Affairs. 2008;27:w145-w155.

McCormick BB, Tomlinson G, Brill-Edwards P, Detsky AS. Effect of restricting contact between pharmaceutical company
representatives and internal medicine residents on posttraining attitudes and behavior. JAMA. 2001;286:1994—-1999.

Miller DP, Mansfield RJ, Woods JB, Wofford JL, Moran WP. The impact of drug samples on prescribing to the uninsured.
Southern Medical Journal. 2008;101:888-893.

Morgan MA, Dana J, Loewenstein G, Zinberg S, Schulkin J. Interactions of doctors with the pharmaceutical industry. J Med
Ethics. 2006;32:559-63.

Prescription Project “Fact sheet on Prescription Data Mining” 2007.
http://www.prescriptionproject.org/tools/solutions_factsheets/files/0004.pdf

A review of new drugs in 2004: Floundering innovation and increased risk-taking. Prescrire International. 2005;14:68—73.

Saul S. Gimme an Rx! Cheerleaders pep up drug sales. The New York Times. Nov 28, 2005. Available here:
http://www.nytimes.com/2005/11/28/business/28cheer.html?_r=1&oref=slogin

Ubel PA, Jepson C, Asch DA. Misperceptions about beta-blockers and diuretics: a national survey of primary care physicians. J
Gen Intern Med. 2003;18:977-983.

Ziegler MG, Lew P, Singer BC. The accuracy of drug information from pharmaceutical sales representatives. JAMA.
1995;273:1296-1298.



