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Physician Acquiescence to Patient
Demands for Brand-Name Drugs:
Results of a National Survey of Physicians

P rescribing brand-name drugs when generic drugs
are available generates unnecessary medical ex-
penditures, the costs of which are borne by the

public in the form of higher copayments, increased health
insurance costs, and higher Medicare and Medicaid
expenses.1,2 Pharmaceutical companies aim to stimulate
patients’ requests for brand-name medications and
increase the likelihood physicians will honor such re-
quests.3,4 Presently, little is known about how fre-
quently physicians comply with such a request or the fac-
tors predicting this behavior.

Methods. The data come from a national survey of 3500
randomly sampled physicians in 7 specialties. Addi-
tional information on the sampling, survey administra-
tion, and analyses for this study are described at length
in several other published articles.5-7 Of the 3500 physi-
cians in the original sample, 2938 were eligible for the
survey (others were ineligible because they were on leave,
not actively practicing, practicing in a nonsampled spe-
cialty, out of the country, or deceased). Of the remain-
ing eligible physicians, 1891 participated in the survey,
representing a 64% overall response rate.

Results. The results of the multivariable analyses of pre-
scribing behavior as a function of physician character-
istics are given in the Table. The multivariable regres-
sion shows that 43% of physicians in practice more than
30 years sometimes or often give in to patients’ de-
mands for brand-name drugs compared with 31% phy-
sicians in practice for 10 years or less (P=.001). Among
the various specialties, pediatricians, anesthesiologists,
cardiologists, and general surgeons were significantly less
likely to acquiesce to patient demands relative to inter-
nal medicine physicians (P� .001). Physicians working
primarily in solo or 2-person practices were signifi-
cantly more likely to acquiesce to patient demands than
those working in a hospital or medical school setting (46%
vs 35%; P=.04).

Two specific forms of industry relationships were as-
sociated with significant differences in the percentage
of physicians who acquiesced to patient demands. More
than a third who received free food and/or beverages in the
workplace honored patient requests sometimes or often
compared with those who had not received food and bev-
erages (39% vs 33%; P = .003). Similar significant differ-
ences were found among those receiving drug samples
(40% vs 31%; P = .005). Also, physicians who some-
times or often met with industry representatives to stay
up to date were significantly more likely to comply
with patients’ demands than those who did not (40% vs
34%; P = .007).

See also pages 179 and 229
and Editor’s Note at end of article
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Comment. Approximately 4 of 10 physicians report that
they sometimes or often prescribe a brand-name drug to
a patient when a generic is available because the patient
wanted it. These numbers suggest that the unnecessary
costs associated with this practice to the health care sys-
tem could be substantial.

We found that certain physician-industry relation-
ships were significantly, positively associated with
accommodating patient requests for brand names.
Physicians who received industry-provided food
and/or beverages in the workplace and samples were
significantly more likely to accede to patient demands
for brand-name drugs. Also, physicians who meet with
industry representatives to stay up to date are more
like to give in to patient requests for brand names.
These findings are likely the result of the fact that
industry gifting of food and beverages coincides with

“up-to-date meetings” with drug representatives; thus,
these factors work together to increase the likelihood
that physicians will prescribe a brand name and
clearly serve a marketing function.

Potential interventions that could dramatically
reduce this practice include having a closed health sys-
tem (such as the Veterans Health Administration or
Britain) that gives the pharmacy primary control over
these decisions, with override capability for rare situa-
tions when it is necessary (eg, allergy to generic addi-
tive, idiosyncratic responses). Also, hospitals and health
systems could consider policies that prevent individual
physicians from receiving samples and instead require
samples be given to a pharmacy or other appropriate
office in a hospital or health system. Finally, payers
such as Medicare or commercial insurers who are inter-

Table. Multivariate Association Between Brand-Name Drug
Prescribing Behavior and Physician Characteristicsa

Characteristic

Sometimes or Often Prescribing
a Brand-Name Drug When an Equivalent

Generic Was Available Because
the Patient Asked for the Brand-Name

Drug Specificallyb

Regression-
Adjusted %c P Value

All respondents 37

Personal and Professional Characteristics
Sex

Male 37 .29
Female 39 Reference

Location of medical school
United States or Canada 36 .007
Other country 41 Reference

Years in practice
�10 31 Reference
11-30 36 .11
�30 43 �.001

Specialty
Internal medicine 50 Reference
Family practice 39 �.001
Pediatrics 17 �.001
Anesthesiology 26 �.001
Psychiatry 50 .67
General surgery 20 �.001
Cardiology 44 �.001

Practice Characteristics and Behaviors
Practice setting

Solo or 2-person practice 46 .045
Group practice 37 .64
HMO or other 29 .33
Hospital or medical school 35 Reference
Multiple practice settings 34 .71

Industry Relationships
Food and/or beverages

in workplace
Yes 39 .003
No 33 Reference

Free drug samples
Yes 40 .005
No 31 Reference

Payment for speaking or consulting
Yes 40 .31
No 37 Reference

Gifts or travel reimbursement
Yes 42 .15
No 36 Reference

(continued)

Table. Multivariate Association Between Brand-Name Drug
Prescribing Behavior and Physician Characteristicsa

(continued)

Characteristic

Sometimes or Often Prescribing
a Brand-Name Drug When an Equivalent

Generic Was Available Because
the Patient Asked for the Brand-Name

Drug Specificallyb

Regression-
Adjusted %c P Value

Ways of Staying Up to Date
Meet with industry

representatives
Never or rarely 34 Reference
Sometimes or often 40 .007

Read medical journals
Never or rarely 37 Reference
Sometimes or often 41 .73

Read newspapers and/or
magazines, listen to radio,
and watch television

Never or rarely 33 Reference
Sometimes or often 38 .08

Attend lectures or rounds
at health care facility

Never or rarely 35 Reference
Sometimes or often 38 .44

Abbreviation: HMO, health maintenance organization.
aModel: Pr(sometimes or often prescribed brand when patient requested it

even when generic was available) = �[� � �1(male) � �2(attended medical
school in the United States or Canada) � �3(family practice
specialty) � �4(pediatrics specialty) � �5(anesthesiology
specialty) � �6(psychiatry specialty) � �7(general surgery
specialty) � �8(cardiology specialty) � �9(solo or 2-person
practice) � �10(group practice) � �11(HMO or other practice) � �12(multiple
practice settings) � �13(received industry-provided food or beverages
in workplace) � �14(received free drug samples) � �15(received gift or travel
subsidies) � �16(received payments for speaking or
consulting) � �17(sometimes or often met with industry representatives
to stay up to date) � �18(sometimes or often read medical journals to stay
up to date) � �19(sometimes or often read newspapers or magazines,
listened to the radio, or watched television to stay up to
date) � �20(sometimes or often attended lectures or rounds at health care
facility to stay up to date)], where � is the cumulative distribution function
of the logistic distribution. Standard errors were clustered on physician
specialty. Pr indicates probability.

bThe actual survey item read “In the last year how often have you
prescribed a brand-name drug when an equivalent generic was available
because the patient asked for the brand-name drug specifically?” The
response categories were “never,” “rarely,” “sometimes,” and “often.”
For analysis, we grouped “sometimes” and “often” (coding them as 1) and
“never” and “rarely” (coding them as 0) responses.

cSample size for regression, n = 1806.
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ested in increasing the use of generic drugs may con-
sider banning physicians from accepting food and bev-
erages in the workplace. Any potential interventions
should be targeted toward older physicians, internists,
and those in solo or 2-person practices.

Our study has several limitations. First, because of so-
cial desirability bias, our results likely represent a lower-
bound estimate of the actual frequency of physicians pre-
scribing brand-name drugs at the patients’ requests.
Second, we were unable to adjust the result for the fre-
quency with which physicians were asked by patients for
a specific brand-name drug. Finally, our study was not
able to examine whether a brand-name drug was actu-
ally dispensed at the pharmacy, given that some states
have laws that allow pharmacists to substitute a generic
for a brand-name prescription.
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EDITOR’S NOTE

Systems-Level Interventions to Improve
Value in Prescription Medication Use

T here is immense excess cost associated with
using brand-name drugs when equally effica-
cious generics are available. For unclear rea-

sons, a large proportion of physicians are reluctant to
opt for the more cost-effective choices, especially if
patients request brand-name drugs. Campbell et al find
that social factors appear to influence medication deci-
sions. Such situations call for systems-level interven-
tions to overcome the irrational cultural practices. In
this case, large, closed health systems with pharmacy
benefits and managed formularies use pharmacy-level
decision making on drugs, once the physician has made
the decision on the appropriateness of the medication.
These systems also allow for physician override when
appropriate. Such systems-level interventions have
immense potential to increase value in prescription
medication use.

RESEARCH LETTERS

Patient Knowledge and Understanding
of Radiation From Diagnostic Imaging

H ealth risk from medical radiation exposure has
generated controversy in recent lay and pro-
fessional publications.1-3 Data examining what

patients know about radiation from commonly per-
formed imaging, such as computed tomography (CT) and
single photon emission computed tomography (SPECT),
are limited. The purpose of this study was to survey pa-
tient knowledge and understanding of radiation from CT
and SPECT scans.

Methods. This prospective survey study took place at a
large academic medical center. From February through
December 2011, randomly selected patients presenting
for nonurgent outpatient CT and cardiac SPECT scans
were surveyed.

The 16-question survey contained 2 sections (eFig-
ure; http://www.jamainternalmed.com). Section 1 as-
sessed knowledge and perceptions about health risks and
benefits from CT or cardiac SPECT. The last question of
section 1 asked patients if the scan they were about to
undergo exposed their body to radiation. Only if pa-
tients responded “yes” were they instructed to continue
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