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T he legal constraints on prescribing are different for 
each country but usually involve a physician giv-
ing guidance to a patient, preparing something, or 

sending the patient to the pharmacist (chemist) to obtain a 
preparation. It is a rite of passage when a physician in train-
ing first learns how and what to prescribe. Furthermore, the 
sociological act of giving a prescription to a patient brings 
the visit to a conclusion. All prescribers know that this ac-
tivity involves both the art and the science of medicine and 
often involves meeting patient expectations. In many ways 
it defines the clinician. The patient usually expects some-
thing as a result of the visit and the clinician is in the posi-
tion to provide something, usually a prescription. 

Public policy for healthcare delivery (including delivery 
of medication) is focused on safety. There is a relationship 
between the Food and Drug Administration, which provides 
federal oversight of drug safety, and the states, which autho-
rize who can prescribe. This authorization has evolved to in-
clude many more players than physicians. In 1969, Colorado 
passed enabling legislation permitting physician assistants 
(PAs) and nurse practitioners (NPs) to prescribe under the 
authority of a supervising physician. Four decades later almost 
all states and most federal jurisdictions permit some form of 
prescribing by PAs and NPs. 

Although this policy evolution occurred over the objections 
of some physician organizations about expanded prescription 
authority, the reality is that this change is codified. Since the 
turn of the century, new doctors have not known what it is 
like to work without PAs and NPs who prescribe. In spite of 
this expansion from one domain (eg, doctors, dentists, veteri-
narians) to another (eg, PAs, NPs, psychologists, optometrists, 
midwives, anesthetists, pharmacists), some misconceptions 
remain. In the United States, outpatient-prescribing author-
ity is handled by the individual states. If controlled substance 
prescribing is requested, the Drug Enforcement Agency issues 
authorization. Inpatient prescribing is usually in the form of an 
order; the PA/NP acts as the agent for the attending physician. 

Hospital bylaws con-
trol most of this in-
patient activity. Also, 
federal reservations 

and jurisdictions (eg, the Veterans Health Administration) are 
not subject to the various constraints imposed by the states. 

The specific medications that doctors, PAs, and NPs pre-
scribe is a bit more muddied and unfortunately, many unsub-
stantiated claims are made. The tendency is for professional 
societies to count heads and multiply by some rate of pre-
scriptions per day. This method is problematic because not 
all providers prescribe (eg, pathologists, radiologists). Phar-
maceutical firms and the data-collecting agencies of these 
firms closely guard prescription-marketing numbers. Further-
more, what is written is not necessarily what is dispensed, so 
prescriber recall and pharmacy administrative files do not 
always correspond. This discrepancy is no trivial matter, evi-
denced by the fact that the United States spent $234.1 bil-
lion on prescription drugs in 2008—more than double what 
was spent less than a decade before in 1999. According to 
recent research, 48 % of Americans of all ages took at least 
1 prescription drug in 2008.1 It is known that PAs and NPs 
tend to prescribe in a manner similar to physicians in similar 
settings.2 These observations were drawn from the National 
Center for Health Statistics’ ongoing series on outpatient 
clinical activity. 

In this issue of the Journal, Ladd and colleagues bring into 
focus another observation: like physicians, NPs are influenced 
by pharmaceutical marketing strategies and tend to respond 
in the same way that physicians do.3 That is not surprising 
because the principles of marketing are well-tested areas of 
behavioral science and cultural anthropology. Marketing is 
the commercial process involved in promoting and selling a 
product or service, and those who do it are skilled at their 
task. However, many clinicians naively believe that they are 
immune to marketing influences.4 

There is insufficient understanding regarding what influ-
ences the prescribing behavior of American doctors, nurse 
practitioners, and physician assistants. But with the wealth 
of data accessible from national databases, this information 
should be within the reach of those who ask the right ques-
tions. For example, do all members of a primary care team 
prescribe in the same way when different variables are con-
trolled?  Is there a regression to the mean in prescribing trends 
among medical groups? Although there is some discomfort 
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in knowing that well-educated and experienced doctors, 
NPs, and PAs may prescribe in the interest of pharmaceuti-
cal companies, proactive inquiry can lead to a better under-
standing of why we prescribe the way we do. Uncorking the 
metadata of pharmacy benefits in federal integrated health 
systems and comparing prescribing trends by setting, types of 
patients, types of providers, and types of illnesses would be a 
start.  Both quantitative and qualitative studies about PA and 
NP prescribing behavior are necessary.  This is a new area for 
cost-containment strategies and, if prescribers are malleable 
to pharmaceutical marketing strategies, perhaps they are flex-
ible to cost-containment strategies as well. The increasing use 
of electronic health records affords an opportunity to learn 
more about this cornerstone of patient-centered care. 

In the end, the United States has an ever-widening sphere 
of prescribers and the pharmaceutical industry has an ever-
widening interest in marketing to such prescribers. Knowing 
something about how many and what kinds of drugs are pre-
scribed, and who receives them, seems fundamental to good 
medical management. 
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