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Background: The objective of the study was to determine physicians’ views of the effects of Direct-to-
Consumer Advertising (DTCA) on health service utilization, quality of care, and the doctor-

patient relationship.

Methods: Cross-sectional survey of a nationally representative sample of US physicians to determine
their perceptions of the effects of patients discussing information from DTCA on time efficiency; re-
quests for specific interventions; health outcomes; and the doctor-patient relationship.

Results: Physicians reported that more than half (56%) of patients who discussed information from
DTCA in a visit did so because they wanted a specific intervention, such as a test, change in medication,
or specialist referral. The physician deemed 49% of these requests clinically inappropriate. Physicians
filled 69% of requests they deemed clinically inappropriate; 39% of physicians perceived DTCA as dam-
aging to the time efficiency of the visit, and 13% saw it as helpful. Thirty-three percent of physicians
thought discussing DTCA had improved the doctor-patient relationship; 8% felt it had worsened it. The
effect on the relationship was strongly associated with doing what the patient wanted.

Conclusions: DTCA can have good and bad effects on quality of care, the doctor-patient relationship,
and health service utilization. The benefits might be maximized, and the harms minimized, by increas-
ing the accuracy of information in advertisements; enhancing physicians’ communication and negotia-
tion skills; and encouraging patients to respect physicians’ clinical expertise. (J Am Board Fam Pract

2003;16:513-24.)

Compared with other sources of health informa-
tion for the public, direct-to-consumer advertising
of prescription medications (DTCA) is pervasive,
persuasive, and passive. Patients are exposed to
DTCA without actively seeking it. Unlike much
public interest advertising,' it uses effective tech-
niques, including a strong emotional appeal to tar-
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geted audiences.” The pharmaceutical industry
spends more than $2 billion annually with the goal
of promoting consumer desire for products and
hence increasing market share.’

Its advantages and disadvantages are controver-
sial.** Proponents contend that DTCA provides
valuable health information® that helps patients
voice health concerns to their physician and in-
creases patients’ sense of confidence and control
during visits.® Both these effects could improve the
doctor-patient relationship. DTCA may also raise
awareness of underdiagnosed, treatable conditions
such as hyperlipidemia or depression, leading to
physician visits for prevention and treatment that
would not otherwise occur.” Opponents argue that
DTCA contributes to rising drug costs,® encour-
ages inappropriate prescribing,” "' and may in-
crease overall health care costs needlessly by lead-
ing to requests for tests or referrals that are not
clinically indicated. Evidence for these conflicting
claims is scanty. Available data are limited by small
samples or restricted populations.”!? This is the
first population based survey of physicians, and the
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first to look at physician views on the impact of
DTCA on the doctor-patient relationship and the
quality of care. Moreover, it is unknown whether
the effects of DTCA vary according to socioeco-
nomic or health status, which is important in view
of the widespread concern about health disparities.

We used data from 2 nationally representative
surveys of US physicians and the US public on
DTCA to examine these claims, and to determine
the extent to which the effects of DTCA vary with
socio-economic and health status. This article uses
data from the physician survey to address the ef-
fects of D'T'CA on quality of care, health outcomes,
health service utilization, and physicians’ percep-
tions of its effect on the doctor-patient relation-
ship. Our forthcoming article uses the public data
set to analyze issues pertaining to the individual and
to population health.

Methods

Development of Testable Hypotheses

Our first step was to collate published claims and
derive hypotheses that could be tested in at least 1
of our 2 data sets (Figure 1). Not all the claimed
benefits or harms of DTCA were amenable to ex-
amination with the available data (e.g., “DTCA
contributes to a cultural expectation of a ‘pill for
every ill.”1%1*

Sample

Two thousand physicians were randomly selected
from the national list of physicians provided by
the Medical Marketing Service, Inc. (MMS). The
MMS list is based on the national database of the
American Medical Association (AMA), which con-
tains more than 650,000 physicians, and is the most
complete list of physicians available in the US.
Physicians who currently spent more than 20 hours
a week on direct patient care were included in the
survey. The sample was stratified by specialty: pri-
mary care, medical specialty, or surgical specialty.
Primary care included Family Practice, General
Practice, Internal Medicine, and Pediatrics. Ob-
Gyn was classified as a surgical specialty.

Questionnaire

The questionnaire was developed after literature
review and focus group discussions and was pre-
tested. It consisted of 3 sections of closed-ended
questions and took approximately 12 minutes to

complete. The entire sample received Part 1 of the
questionnaire, which elicited general information
about views on health information on the Internet
and DTCA. Questions examined general views on
accuracy and effects of such information, and per-
sonal use of the Internet at work. Part 2 was sent to
a random 50% of the sample. It asked whether any
patient had discussed information derived from
DTCA in the past 12 months and, if so, specific
inquiries were made about the last time this hap-
pened. “Last time” methodology was used to min-
imize recall bias. Areas explored were the relevance
and accuracy of the information, physicians’ per-
ceptions of why the patient had brought the infor-
mation, physicians’ responses to the patient, and
their views about the impact on health care, health
outcomes, and the doctor-patient relationship. The
other 50% of the sample received a different Part 2,
which asked about respondents’ experiences with
Internet information. Part 3 was received by the
entire sample and obtained demographic and work-
load information: hours per week spent on face-to-
face consultations, other tasks related to patient
care, and administrative tasks; numbers of patients
seen per week; practice income; proportions of pa-
tients on Medicaid, from minority groups, having
household incomes of less than $20,000 per annum,
and with no health insurance; geographic setting of
practice; age and racial origin of respondent. This
was supplemented with information from the
MMS database, including specialty, year of gradu-
ation from medical school, geographic region
(East, South, Midwest, West), whether hospital or
office-based, and whether trained in the United
States or overseas.

Response Rate

Data collection was undertaken between Novem-
ber 2000 and February 2001. The questionnaire
was mailed to the selected physicians with a check
for $35 as a token of appreciation for completing
the questionnaire. Up to 3 reminders were sent and
additional telephone contact made with non-
responders. Of the original 2000 physicians sent
the survey, 38 were ineligible because they were
deceased, retired, or no longer in practice; 1050
physicians completed the questionnaire (response
rate 53%). Of these, 535 received the DT'CA ver-
sion of the questionnaire and 515 the Internet ver-
sion (Figure 2).
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Clinical benefits:
1. That DTCA would encourage patients to attend physicians for preventive health care.**
2. That DTCA would result in increased diagnoses of currently under-diagnosed conditions.**

3. That DTCA would result in improved treatments of currently under-treated conditions.**

Psycho-social benefits:

4. That exposure to personally relevant DTCA would increase the patient’s sense of confidence
and control during interactions with their physician about a specific condition.**

5. That exposure to personally relevant DTCA would éncburage patients to disclose health

concemns to their doctor.**

Effect on doctor-patient relationship:

6. That DTCA would enhance the doctor-patient relationship, for example by encouraging
patients to voice previously unspoken concerns, or by increasing patient confidence in
visits.*, ** (improved communication)

7. That DTCA would damage the doctor-patient relationship, for example if doctors refuse
requests generated by DTCA, or feel challenged by the patient discussing information from a

drug advertisement.*, ** (worsened communication; unmet expectations)

Effects on health care system:

8. That DTCA contributes to rising drug costs, by promoting newer, more expensive drugs.

9. That DTCA contributes to rising health care costs without commensurate health gains by
leading patients to request interventions that may not be clinically indicated, such as tests,

referrals to specialists, or change in medication.*

*examined in this paper
** examined in accompanying paper presenting data from public.

Figure 1. Summary of testable hypothesis on the effects of DTCA.

Analysis Outcome Variables
Weighting The effect of DTCA on the doctor-patient rela-
Data were weighted to represent the national pop-  tionship was tested using physician perceptions of

ulation of physicians on the MMS database who  the relationship and whether the doctor had felt
spend 20 or more hours per week on direct patient  that the patient was challenging his or her authority
care using the MMS variables mentioned above. during the discussion. Outcomes pertaining to the
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Total number of physicians responding to survey
(n = 1,050)

Number of physicians receiving DTCA version of survey
(n =535)

Number of physicians experiencing patient talking about DTCA in last 12 months
(n =395)

Number of physicians whose patients requested a specific intervention
(n=222)

Number of physicians who deemed this intervention clinically inappropriate
(n=108)
Figure 2.

effect of DTCA on health service utilization were:
physicians’ perceptions of the effect of DTCA on
the time efficiency of the visit; the proportion of
patients who made requests for specific interven-
tions as a result of D'T'CA; the proportion of these
requests that the doctor deemed clinically inappro-
priate; the proportion of appropriate and inappro-
priate requests filled by the physician; and physi-
cians’ perceptions of the effects of DTCA on
quality of care and ultimate health outcomes.

Independent Variables
We used 4 categories of independent variables: prac-
tice demographics (as a proxy for patient socioeco-

nomic status); pre-existing physician views about
DTCA; physician’s emotional and cognitive re-
sponses to the last time a patient brought information
from a D'T'CA to a visit (whether they perceived the
patient as taking responsibility for his/her health or
challenging the doctor’s professional authority, why
the patient discussed the information with them,
whether any requests made by the patient were clin-
ically appropriate, whether the request(s) was filled,
whether there was enough time to discuss the infor-
mation, and whether they knew the patient well
enough to have good communicaton); and physi-
cians’ perceptions of the accuracy and relevance of the
information in the advertisement discussed.
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Table 1. Demographic, Workload, and Practice Characteristics of Respondents (n = 1050)

Unweighted Weighted
N (%) N (%)
Demographic and practice characteristics
Age
<39 222 22) 198 (20)
40-49 360 (36) 363 (36)
50-59 248 (25) 248 (25)
60+ 169 (17) 188 (19)
Gender
Female 228 (22) 223 (22)
Male 808 (78) 812 (78)
1999 Income from practice
$100,000 or less 177 (19) 179 (19)
$100,001-$150,000 298 (31) 297 (31)
$151,001-$200,000 194 (20) 195 (20)
$200,001-$250,000 128 (13) 126 (13)
$250.001+ 162 (17) 160 (17)
Geographic setting
Urban 342 (34) 346 (34)
Suburban 334 (33) 333 (33)
Small town 275 (27) 273 (27)
Rural 67 (7) 66 (7)
Geographic Region
East 288 (27) 298 (28)
South 316 (30) 310 (30)
Midwest 23122) 230 22)
West 215 21) 213 (20)
Type of medical specialty
Primary care 404 (39) 406 (39)
Medical specialty 350 (33) 355 (34
Surgical specialty 296 (28) 289 (28)
Office- or Hospital-based
Office 942 (90) 937 (89)
Hospital 108 (10) 113 (11)
Country of training
US 946 (90) 937 (89)
Foreign 104 (10) 113 (11)
Unweighted Percentiles Weighted Percentiles
25 50 75 25t 50 75th
Respondents’ best estimate of the percentage
of their patients who were:
Uninsured 3 5 13 3 5 13
On Medicaid 5 10 25 5 10 25
From a minority group 10 20 40 10 20 40
Had an annual household income of $20,000 or less 10 15 30 9 15 30
Respondents’ best estimate of:
Number of hours spent per week in face-to-face 24 32 40 24 32 40
contact with patients
Number of patients seen per week 50 80 105 50 80 104

Data were weighted to represent the national population of physicians on the MMS database who spend 20 or more hours per week
on direct patient care using the MMS variables described in the text.
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Univariate relationships were calculated using
the x” statistic or Fischer exact test as appropriate.
In the absence of a priori hypotheses, multivariate
relationships were determined by entering corre-
lates with univariate relationships (P < .20) into a
stepwise multiple logistic regression to identify the
“most important” correlates, where importance is
defined solely by statistical criteria. Each analysis
went through several iterations, with each new it-
eration using successively more stringent statistical
criteria for inclusion in the model. Each iteration
included consideration of a model yielded by a
forward stepwise procedure and a model yielded by
a backward stepwise procedure. The goal was to
identify the most parsimonious model while still
achieving adequate fit, which was operationalized
as P > .20 on the Hosmer-Lemeshow goodness-
of-fit test.

Because all data were weighted (except where
specified), the appropriate procedures to correct
p-values and standard errors were undertaken. We
used the SVYTAB procedure in STATA to obtain
the Rao and Scott F test p-values' and the SVY-
LOGIT procedure in STATA to obtain corrected
standard errors for parameter estimates.

Results

Characteristics and Representativeness

of the Sample

The characteristics of the respondents before and
after weighting are presented in Table 1. Weight-
ing made only minimal difference, confirming that
respondents were representative of the national
population of physicians. From this point on, all
data presented are weighted.

General Views of DTCA

Positive and Negative Effects of DTCA

Of all respondents (n = 1050), more than half had
a negative response to the recent increase in adver-
tising prescription drugs directly to consumers:
52% [95% confidence interval (CI), 49 to 55%]
thought it was bad or very bad, 17% (95% CI, 15 to
19%) were neutral, and only 31% (95% CI, 28 to
34%) thought it was good or very good. Despite
this, most doctors agreed that D'T'CA gives patients
confidence to talk to their doctors about health
concerns and encourages patients to follow the
doctor’s instructions or advice (Table 2). No de-
mographic, practice, or workload variables were

Table 2. Physicians’ Views on the Effects of DTCA
(n = 1050)

% Agreeing

Gives patients confidence to talk to their 83
doctor about their concerns

Drives up the cost of prescription drugs 81

Encourages people to follow treatment 72
instructions or advice from their doctors

Promotes unnecessary fear of the side effects 59

Helps patients get treatments they would not 55
otherwise get

Improves people’s understanding of medical 54
conditions and treatments

Causes patients to take up more of their 53
doctors’ time

Promotes unnecessary visits to doctors 45

Interferes with good relationships between 39

doctors and patients

associated with respondents overall opinion about
DTCA.

Accuracy and Relevance of DTCA

Eight percent (95% CI, 7 to 10%) of respondents
thought that advertisements were very accurate,
67% (95% CI, 64 to 69%) thought they were
somewhat accurate, and the remainder thought
they were not very or not at all accurate. Most
physicians thought that their patients were not
good at assessing whether the information in a drug
advertisement was personally relevant: only 4%
95% CI, 3 to 6%) thought their patients were
excellent or very good at this, 18% (95% CI, 15 to
21%) thought they were good at it, 54% (95% CI,
51 to 58%) thought their patients were fair, and
24% (95% CI, 21 to 27%) thought they were poor
at this.

Experience with Patients Bringing Information
Jrom DICA to a Physician Visit

Respondents were asked about the last time a pa-
tient talked about information from a drug adver-
tisement during a visit. 80% (n = 395; Figure 2)
had experienced this in the previous 12 months.
Data in the remainder of this article refers to those
395 physicians. Of these, 51% reported that less
than 20% of their patients had talked about infor-
mation from a drug ad during a visit, and a further
35% stated that between 21 and 40% of their pa-
tients had done this.

518 JABFP November-December 2003 Vol. 16 No. 6

1ybuAdoa Aq paroaloid 1sanb Aq 9z0oz Areniga+ 2T uo /Bio wygel mmm//:dny woly papeojumoq 002 Areniga4 TT U0 £TG 99T wiqel/zzTe 0T Se paysiignd sy :1oeld Wwed preog wy


http://www.jabfm.org/

Table 3. Effects of the Patient’s Talking about a DTCA on the Doctor-Patient Relationship

Multivariate Odds Ratio for

% % % Improved Relationship
n  Improved Neutral Worsened P 95% CI)*
Total 395 33 60 8
How relevant to the patient was the <0.001
information in the ad?
Very/somewhat 309 37 58 5
Not very/not at all 82 16 66 19
How accurate was the information in the ad? <0.001
Very/somewhat 262 38 59 3
Not very/not at all 131 22 62 16
Why did the patient talk to you about the ad? 0.002
Wanted a test, medication change or referral 221 28 61 11
Wanted your opinion only 173 38 59 3
Did you do what the patient wanted?? <0.001
Yes, completely 75 44 55 1 5.7 (2.2-14.7)
Yes, partially 244 35 57 7 3.7 (1.6-8.6)
No 75 12 74 15 1.0
Did you have enough time to discuss the 0.031
information?
Yes 258 36 59 5 2.0(1.2-3.3)
No 136 27 62 12 1.0
Did you feel the patient was taking <0.001
responsibility?
Yes 279 38 56 6 2.4 (1.4-4.4)
No 114 19 69 12 1.0
Did you feel the patient was challenging your <0.001
authority?
Yes 49 28 39 33
No 343 33 63
Did you think that the patient’s request was <0.001
not appropriate for their health?
Yes, not appropriate 143 25 56 19
No, appropriate 253 37 62 1
Did you feel you did not know the patient well <0.001
enough to have good communication?
Yes 27 37 32 30
No 365 32 62 6

* For clarity, only significant odds ratios are shown. CI, confidence interval.
T Comparison of doing what the patient wanted completely versus partially revealed no significant difference in odds ratios.

Effect on Doctor-Patient Relationship

General Impact

More physicians believed that patients talking
about information from a drug advertisement had a
positive effect (33%; 95% CI, 28 to 38%) than a
negative effect (7%; 95% CI, 5 to 11%) on the
doctor-patient relationship. On univariate analysis,
an improved relationship was associated with phy-
sicians’ perceptions that the information in the ad-
vertisement was relevant and accurate, the patient
seeking only the doctor’s opinion rather than a
specific intervention, and the doctor’s responses

during the discussion (Table 3). Specifically, the
doctor doing what the patient wanted, feeling that
the patient was taking responsibility for his or her
health, and perceiving the request as clinically in-
dicated were all associated with an improved
relationship. Conversely, inaccurate, irrelevant in-
formation was associated with a deterioration in the
relationship, as was the doctor feeling that the pa-
tient was challenging his or her authority, not hav-
ing enough time to discuss the request, and not
doing what the patient wanted. Practice character-
istics were not associated with a positive or negative

Direct-to-Consumer Advertising 519

1ybuAdoa Aq paroaloid 1sanb Aq 9z0oz Areniga+ 2T uo /Bio wygel mmm//:dny woly papeojumoq 002 Areniga4 TT U0 £TG 99T wiqel/zzTe 0T Se paysiignd sy :1oeld Wwed preog wy


http://www.jabfm.org/

Table 4. Factors Associated with Respondents Feeling That Their Authority Was Being Challenged during the

Discussion about DTCA

Multivariate

Odds Ratio
n % Yes Univariate p 95% CI)
Total 395 12
Practice characteristics
% Patients with Medicaid 0.023
=25% 293 11
>25% 77 21
Physicians’ cognitive and emotional responses in the last visit where a patient talked about DTCA.
How relevant to the patient was the information 0.011
in the ad?
Very/somewhat 308 10 1.0
Not very/not at all 81 21 2.3(1.1-4.8)
How accurate was the information in the ad? 0.004
Very/somewhat 261 9
Not very/not at all 129 20
Why did the patient talk to you about the ad? 0.019
Wanted a test, medication change or referral 220 16
Wanted your opinion only 171 8
Did you do what the patient wanted? 0.004
Yes, completely 75 4 1.0
Yes, partially 241 12 3.0 (0.9-9.6)
No 74 22 8.5 (2.5-29.2)
Did you have enough time to discuss the <0.001
information?
Yes 134 22 1.0
No 257 8 3.0 (1.6-5.8)
Did you feel the patient was taking 0.118
responsibility?
Yes 279 14 2.2(1.0-5.1)
No 112 8 1.0
Did you feel the patient’s request was not <0.001
appropriate for their health?
Yes, not appropriate 139 30
No, appropriate 252 3
Did you feel you did not know the patient well <0.001
enough to have good communication?
Yes 28 36 1.0
No 363 11 5.0 (1.9-12.6)

The odds ratio of the doctor feeling challenged for not doing what the patient wanted compared with doing what the patient wanted

partially was 2.8 (95% confidence interval, 1.3 to 6.1).

impact on the doctor-patient relationship. On mul-
tivariate analysis, the most important factor inde-
pendently associated with an improved doctor-
patient relationship was the doctor doing what the
patient wanted (Table 3).

Doctors Who Feel Challenged
Twelve percent (95% CI, 10 to 16%) of doctors felt
that their authority was being challenged by the

patient during the discussion about DTCA (Table
4). On univariate analysis, doctors were more likely
to feel challenged if the patient wanted a specific
intervention, if the intervention was not clinically
indicated, if the doctor did not do what the patient
wanted, or if the doctor did not know the patient
well enough to have good communication (Table
4). Multivariate analysis confirmed that these re-
sponses by the doctor, rather than practice charac-
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teristics, were independently associated with feel-
ing challenged (Table 4).

Effect on Quality of Care, Health Outcomes, and
Health Service Utilization

Patients’ Reasons for Talking about DTCA During a Visit
In 56% (95% CI, 51 to 61%; n = 222) of the visits
in which patients talked about DT'CA, the doctor
perceived the patient’s reason for doing this as
wanting at least 1 specific intervention, such as a
test (n = 110; 28%), change in medication (n =
190; 48%), or referral (n = 54; 14%). In the re-
maining cases, the doctor perceived the patient as
only wanting the doctor’s opinion.

Physician’s Response

Of the 222 cases in which the patient made a
request, doctors deemed the request inappropriate
for the patient’s health in 108 cases (Figure 3). In
75 of these cases (19% of all visits in which DTCA
was discussed; 69% of inappropriate requests), the
doctor did what the patient wanted, either com-
pletely (n = 5) or partially (n = 70). In 33 cases, the
doctor did not do what the patient wanted at all.

Effect on Time-Efficiency

More physicians viewed discussing information
from a drug advertisement as worsening the time
efficiency of the visit 39%; 95% CI, 34 to 44%)
than helping it (13%; 95% CI, 10 to 17%). On
univariate analysis, factors associated with wors-
ened time efficiency included inaccurate or irrele-
vant advertisements, patients wanting a specific in-
tervention, and the doctor’s response. Not doing
what the patient wanted was strongly associated
with worsened time efficiency, as was thinking that
the request was not appropriate or that the patient
was challenging the doctor’s authority (Table 5).
On multivariate analysis, inaccurate ads, specific
requests, inappropriate requests, and the doctor’s
teeling challenged were independently associated
with worsened time efficiency (Table 5).

Effect on Quality of Care

We further analyzed the 75 cases in which the
patient had made a request that was deemed inap-
propriate by the physician (Figure 3). In the 5 cases
in which the physician did what the patient wanted
completely, the impact of this on quality of care was
viewed as neutral. In the 69 cases in which the
doctor had done partially what the patient re-

quested, the effect on quality of care was viewed as
positive in 15 cases (22%), neutral in 50 cases
(73%), and harmful in 4 cases (6%).

When the patient’s request was deemed appro-
priate by the doctor, the effect of doing what the
patient wanted, either completely or partially, was
viewed as positive or neutral in all cases. The find-
ings were similar for effect on ultimate health out-
comes (data not shown).

On multivariate analysis, several factors were
independently associated with the patient making a
request for an intervention that the doctor deemed
inappropriate: the physician regarding the adver-
tisement as not very or not at all accurate [odds
ratio (OR) 2.0; 95% CI, 1.1 to 3.5]; the physician
regarding patients as poor (rather than fair to ex-
cellent) at assessing the relevance of a drug ad (OR
2.2;95% CI, 1.2 to 4.2), and the physician feeling
that he or she did not know the patient well enough
to have good communication (OR 5.4; 95% CI, 1.1
to 26.2).

Discussion

We found that D'T'CA has complex effects on qual-
ity of care and health service utilization. DTCA
results in patients making almost as many inappro-
priate requests as appropriate ones. This puts phy-
sicians in a quandary, facing 3 conflicting ethical
obligations. First, physicians aim to “do no harm.”
Second, physicians seek to maintain and develop
a strong doctor-patient relationship because it
enhances future care and health outcomes. In
addition, patient satisfaction is now used as a
benchmark for quality of care and, as such, may
determine physician income. Third, physicians
have a duty to ensure fair allocation of health care
resources and avoid wasteful expenditure. In the
United States, such stewardship of societal re-
sources is regarded as a weaker obligation than
promoting the well-being of the individual pa-
tient.'~'® We found that physicians find respond-
ing to inappropriate requests time-consuming and
that they often seem to acquiesce to such requests
as long as the patient is not harmed. Thus, physi-
cians attempt to mitigate negative effects of D'TCA
but at the cost of physician time or health care
dollars. Furthermore, more doctors perceive the
effect on the relationship as beneficial than harm-
ful, but this is dependent on physicians doing what
the patient wants, a finding confirmed in our forth-
coming article presenting patients’ views.
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t made a request?’—» No (n=173)

Yes (n =222; 56%)

!

Request appropriate? — Yes (n = 113) Did what patient wanted? = Yes (n = 96)

No (n = 108; 27%) No (n=17)

v

Did what patient wanted? _______ No (n = 33)

!

Yes (n =75; 19%)

A 4

Partially = Effect on quality of care
l (n=70)
Completely
(n=5) Improved No difference Worsened
(n=15) (n=50) (n=4)

v
Effect on quality of care / health outcomes?

v
Improved No difference Worsened
(n=0) (n=75) (n=0)

Figure 3. Outcomes when patients brought information from DTCA to a visit (n = 395).

Our findings have several implications for max-  tion of DTCA may ensure that information in
imizing the benefits of DTCA while minimizing  advertisements is accurate and includes possible
the harms. Inaccurate DTCA increases costs with- ~ harms of treatment, as well as nonpharmacological
out improving health outcomes. Increased regula-  alternatives.
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Table 5: Effect of DTCA on the Time-Efficiency of the Visit

Multivariate
% % % Univariate Odds Ratio
N  Helped Neutral Hurt P 95% CI)
Total 392 13 48 39
Physicians’ background views on DTCA
How accurate are drug ads? 0.003
Very/somewhat 298 16 49 35
Not very/not at all 93 4 44 51
How good are patients at assessing the relevance <0.001
of ads?
Excellent/very good/good 75 23 56 21
Fair 216 13 49 38
Poor 100 6 39 55
Physicians’ cognitive and emotional responses in the last visit where a patient talked about DTCA
How relevant to the patient was the information <0.001
in the ad?
Very/somewhat 306 16 51 33
Not very/not at all 82 3 37 60
How accurate was the information in the ad? <0.001
Very/somewhat 259 18 52 29 1.0
Not very/not at all 130 2 40 58 1.9 (1.1-3.3)
Why did the patient talk to you about the ad? <0.001
Wanted a test, medication change or referral 219 11 40 49 2.0(1.2-3.4)
Wanted your opinion only 172 16 58 26 1.0
Did you do what the patient wanted? <0.001
Yes, completely 74 15 58 27
Yes, partially 240 17 47 37
No 75 0 42 58
Did you have enough time to discuss the <0.001
information?
Yes 255 16 55 29 1.0
No 134 7 34 59 3.0 (1.8-5.0)
Did you feel the patient was taking 0.040
responsibility?
Yes 276 16 47 37
No 114 6 50 44
Did you feel the patient was challenging your <0.001
authority?
Yes 49 2 24 74 2.8(1.2-6.3)
No 338 15 51 34 1.0
Did you think that the patient’s request was not <0.001
appropriate for their health?
Yes, not appropriate 142 3 35 62 1.0
No, appropriate 249 19 55 26 1.8 (1.1-3.1)

CI, confidence interval.

In addition, patients need stronger skills in crit-
ically appraising drug advertisements to determine
whether the material is personally relevant and ac-
curate. Patients should seek the physician’s opinion
on the relevance and accuracy of information in
DTCA. This would both strengthen the doctor-

patient relationship and avoid clinically inappropri-

ate interventions. Just as physicians need to ac-
knowledge that patients are expert in knowing their
own health utilities, patients need to recognize
physician clinical judgment.

Finally, physicians need to learn how to negoti-
ate inappropriate requests efficiently without jeop-
ardizing the doctor-patient relationship or feeling
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that patients are challenging their authority. En-
hanced communication skills may enable doctors to
follow their professional judgment, without dam-
aging the doctor-patient relationship.'’

Methodological Issues

Several methodological issues limit the generaliz-
ability of our findings. First, this article reports on
a secondary analysis of an extant data set, so not all
hypotheses could be evaluated with the desired
precision. Second, we have no objective measures
of the appropriateness of patient requests; however,
because this is a professional judgment of the type
clinicians make daily, respondents’ opinions have a
degree of face validity. Finally, the response rate is
moderate at 53%, despite every effort to maximize
it. However, comparison of unweighted with
weighted data suggests that the sample obtained
was representative of US physicians, and sampling
weights were applied to adjust for survey nonre-
sponse.

Conclusions

DTCA can have both good and bad effects on the
doctor-patient relationship and health service uti-
lization. The benefits can be maximized and the
harms minimized by increasing the accuracy and
relevance of the information in the advertisements,
enhancing physicians’ communication and negoti-
ation skills, and encouraging patients to respect
physicians’ clinical expertise.

We are grateful to Kinga Zapert and Rachel Turner of Harris
Interactive Inc. for developing and fielding the survey instru-
ment and to Joseph Catania, PhD, director of the Health Survey
Research Unit, for advice on the analytical strategy.
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