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Abstract
Background: In 2011, Manitoba implemented a province-wide program of physician detailing and free sampling
for generic atorvastatin to increase use of this generic statin. We examined the impact of this unique combined
program of detailing and sampling for generic atorvastatin on the use and cost of statin medicines, market
share of generic atorvastatin, the choice of starting statin for new users, and switching from a branded statin
to generic atorvastatin.
Methods: We conducted a retrospective study of Manitoba insurance claims data for all continuously enrolled
patients who filled one or more prescriptions for a statin between 2008 and 2013. Data were linked to physician-level
data on the number of detailing visits and sample provision. We used interrupted time series analyses to assess
policy-related changes in the use and cost of statin medicines, market share of generic atorvastatin, the choice of
starting statin for new users, and switching from a branded statin to generic atorvastatin.
Results: The detailing program reached 31% (651/2103) of physicians who prescribed a statin during the study period.
Collectively, these physicians prescribed 61% of statins dispensed in the province. Free sample cards were provided to
61% (394/651) of the detailed physicians. The program did not change the level or trend in the overall statin use rate
and the total cost of statins or increase the number of patients switching from another branded statin to generic
atorvastatin. We found the program had a small impact on atorvastatin’s market share of new prescriptions, with a
level increase of 2.6%.
Conclusions: Though physician detailers were skilled at targeting high-prescribing physicians, a combined program of
detailing visits and sample provision for generic atorvastatin did not lower overall statin costs or lead to switching from
branded statins to the generic. The preceding introduction of generic atorvastatin appeared sufficient to modify
prescribing patterns and decrease costs.
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Background
Controlling prescription drug expenditures remains a
top priority for both public and private drug programs.
One important cost-saving opportunity is increasing
the use of cheaper (but therapeutically interchangeable)
generic alternatives [1]. In Canada, each province has
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its own public drug plan and policies regarding generic
drugs. However, the use of generics is encouraged by all
Canadian provincial drug plans and some private drug
plans through some form of mandatory generic substitution rules and interchangeability provisions that allow
generics to be dispensed instead of more expensive
brand-name alternatives [2]. As a result, generic drugs
represented 71.5% of all the prescriptions dispensed in
Canada in 2013 [3]. It is in the interest of insurers worldwide to encourage switching to generic alternatives given
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the major potential for savings, especially as the availability of generic drugs continues to rise [4].
One commonly used and effective method to change
prescribing is “physician detailing”—the use of face-toface visits by sales representatives to promote the prescribing of particular medicines [5, 6]. Most frequently,
methods are employed to increase the use of medicines
remaining under patent protection. However, many drug
programs have attempted to steer physicians toward prescribing the most cost-effective agent using similar tactics of face-to-face visits in the practice of academic
detailing, in order to improve both quality and cost effectiveness of care [7].
While the impact of academic detailing in isolation
has been well studied [8], there have been few rigorous
studies on the impact of providing samples on physicianprescribing behavior. The small number of published
studies suggests that the availability of branded samples
increases prescribing of more expensive branded medications over more cost-effective and/or preferred medications [9–12]. Two observational studies suggest that
generic sampling programs on their own have a small or
limited impact on overall generic dispensing rates [13, 14].
To our knowledge, there has only been one study pairing
generic sampling with physician detailing that demonstrated a 1.77% increase in the overall generic dispensing
rate over and above the impact of physician detailing
alone [15]. We are not aware of any studies that compare
a combined program of physician detailing and sampling
to the status quo (no intervention).
In 2011, Manitoba Health implemented an innovative
program aimed at increasing the use of generic atorvastatin, a cholesterol-lowering statin medicine. At the
time, atorvastatin was the top-selling drug in the world
[16]. Many other drugs are also available within the statin
class (such as rosuvastatin, simvastatin, and fluvastatin)
and are therapeutically equivalent [17]. This program used
detailers who visited high-prescribing physicians to promote the use of generic atorvastatin, with the intent of encouraging new patients to start on generic atorvastatin
and established patients to switch to generic atorvastatin
from rosuvastatin, which at the time remained available
only as a more expensive branded drug. What differentiated this program from conventional “academic detailing”
is that it included the distribution of cards that provided
free samples of generic atorvastatin to physicians. As there
are no rigorous data on the efficacy of a combined program of detailing visits and sample provision on generic
drug use, we studied the impact of the program.

Methods
Study context

In 2011, Manitoba was the fifth-most populous province
in Canada, with a population of 1.2 million [18]. Manitoba
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has a provincial Pharmacare program that covers all
Manitobans; however, drugs are only reimbursed after a
patient pays an annual deductible based on family income
[19]. In this system, prescription drugs are paid for by a
mix of public and private coverage, as well as out-ofpocket by the patient.
The province of Manitoba granted an exclusive
listing on the public formulary to the generic manufacturer Ranbaxy for atorvastatin in June 2010 [20]. Reimbursement of the Ranbaxy version of atorvastatin
(Ran-Atorvastatin®) by the public plan began on
October 14, 2010. In exchange for this exclusive listing,
Ranbaxy initiated a program of physician detailing and
free sampling, which started in June 2011. Ranbaxy used a
private company specializing in the promotion of medicines and recruited two staff members to detail physicians.
These representatives promoted the use of RanAtorvastatin® to physicians that were high prescribers of
statins in the province and provided electronic cards that
patients could exchange at the pharmacy for a free 30-day
supply of Ran-Atorvastatin®. The program aimed to increase Ran-Atorvastatin® prescribing while decreasing prescribing of more expensive but therapeutically equivalent
branded atorvastatin and branded rosuvastatin. As a private firm conducted these visits, we assumed that the detailing methods employed were similar to those used for
detailing visits of other medicines. The intent was that
these representatives should detail physicians every 45 to
60 days, with a target to see each physician six to nine
times per year.
Data sources and study population

We conducted a retrospective study of Manitoba insurance claims data for all continuously enrolled patients
who filled one or more prescriptions for a statin between
June 2008 and March 2013. This includes data from 2
years prior to generic atorvastatin being available on the
Manitoba Pharmacare formulary until 21 months following the implementation of the generic detailing and
sampling program. Based on prescriber information for
each statin prescription, we linked this insurance claims
data to physician-level information on the date of each
detailing visit and the number of sample cards provided
during each encounter.
This study used administrative data that includes
individual-level data on virtually all Manitobans contained in the Population Health Research Data Repository,
which is housed at the Manitoba Centre for Health Policy
[21]. Four population-based, administrative data sources
were used in this analysis and linked using anonymous
identifiers: (1) prescription dispensation records from
outpatient dispensaries through Manitoba Health’s
Drug Programs Information Network, (2) Manitoba
Health Population Registry, (3) Manitoba Provider
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Registry (prescribers), and (4) records on the physician
detailing visits made to each physician.
Study cohorts

To study the impact of the detailing and sampling program on particular groups, we constructed two subcohorts of patients according to the following definitions:
1. Switching: “Switchers” received a prescription for a
statin after the receipt of two or more prescriptions
for a different statin (either a different brand or a
brand vs. generic) over the past year.
2. Starting: “Starters” received a prescription for a
statin after receiving no statin prescriptions in the
previous year [22].
Hypotheses

We hypothesized that the program would increase the
use of generic atorvastatin, decrease the use of other statins, and decrease total costs; that the policy would have
a greater impact on new starters than those switching
from a branded statin to generic atorvastatin; and that
the policy would promote more switching from branded
to generic atorvastatin than from branded rosuvastatin
to generic atorvastatin.
Statistical analysis

We used interrupted time series analysis to study longitudinal changes in drug utilization and costs, the statins
which patients start on, and rates of switching [23]. This
method has the distinct advantages of being methodologically rigorous and easily interpretable by non-technical
audiences while also controlling for pre-existing secular
trends in the outcome. It has been successfully used by
many previous pharmaceutical policy evaluations in
Canada [24–27]. Using interrupted time series analysis,
we were able to estimate the change in the level and the
trend of each outcome following the start of the detailing
and sampling policy. As the monthly observations were
correlated over time, we controlled for autocorrelation
using appropriate adjustments in a generalized least
squares model [23].
Our analyses used the following measures to determine the impact of the policy:

Page 3 of 8

generic statins. Branded drugs, such as Lipitor® in the case
of atorvastatin and Crestor® in the case of rosuvastatin, are
released by the company that originally developed and marketed the medicine. Generics are drugs of the same molecule that come to market after patent protection expires.
Costs We examined the impact of the detailing program
on statin cost by studying the longitudinal change in
overall statin costs within the province.
Switching rate Among switchers, we examined longitudinal changes in the proportion of patients that switched
from (1) branded atorvastatin to generic atorvastatin
and (2) branded rosuvastatin to generic atorvastatin.
Starting medication Amongst starters, we examined
longitudinal changes in the proportion of patients initiated on each of the six types of statins.

Results
Program reach

The detailing program reached 31% (651/2103) of physicians who prescribed a statin during the study period.
Collectively, these detailed physicians prescribed 61% of
statins dispensed in the province. Between June 2011
and February 2013, 5154 detailing visits were conducted, with the average physician being visited 7.9
times (approximately once every 3 months). The maximum number of visits to one physician was 30. Free
sample cards were provided to 61% (394/651) of the detailed physicians. Of those physicians provided with
sample cards, the median number of times sampled
(visits during which sample cards were provided) was two
and the maximum number of times sampled was 14.
Study cohort

There were 152,020 statin users in Manitoba with continuous coverage between 2008 and 2013 included in the
study. Of these users, 66,091 (43.4%) were new users
and 69,876 (46.0%) switched statins over the study
period. The age and sex of the study cohort, as well as
the new starter and switcher cohorts, are presented in
Table 1.
Overall statin prescribing

Prescription drug utilization Our analysis of drug
utilization focused on the number of prescriptions. In
this analysis, we examined whether the detailing and
sampling program increased the overall level of statin
prescribing in the province or led to changes between
different types of statins. For this analysis, we classified
drugs into six groups: (1) branded atorvastatin, (2) generic atorvastatin, (3) branded rosuvastatin, (4) generic
rosuvastatin, (5) other branded statins, and (6) other

We observed that overall statin prescribing increased
steadily by 486 prescriptions per month over the study
period (95% CI 408 to 565, p < 0.01, Fig. 1). When generic atorvastatin became available, there was an almost
complete replacement of branded atorvastatin within a
few months. We observed a similar pattern for generic
rosuvastatin. However, neither the release of generic atorvastatin (level change of 732 prescriptions, 95% CI − 2223
to 3686, p = 0.28, trend change of − 40 prescriptions per
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Table 1 Age and sex of statin users, and new starter and switcher cohorts of statin users
≤ 44 (%)

45–54 (%)

55–64 (%)

65–74 (%)

75+ (%)

Female

5.2

15.6

28.8

25.2

25.2

70,535

Male

8.3

20.5

30.8

16.6

23.8

81,484

Age
Users

Starter

Switcher

All ages

Female

8.7

21.9

32.5

15.5

21.4

30,401

Male

13.2

26.7

30.8

10.3

19.0

35,690

Female

3.5

14.0

29.1

26.5

26.9

31,818

Male

5.7

18.7

32.2

17.8

25.6

38,058

month, 95% CI − 574 to 494, p = 0.74) nor the detailing
and sampling program (level change of 785 prescriptions,
95% CI − 1897 to 3467, p = 0.20, trend change of − 156
prescriptions per month, 95% CI − 695 to 384, p = 0.21)
had a significant impact on overall statin prescribing.

Overall statin costs

Total statin costs were rising at a rate of $34,884 per
month (95% CI 18,325 to 51,443, p < 0.01) before the
introduction of generic atorvastatin (Fig. 2). When generic atorvastatin was put on the Manitoba formulary,
there was a significant $1,096,543 drop in cost of statins
(95% CI − 1,720,604 to − 472,482, p < 0.01), though we
found no significant change in trend ($− 81,721 per
month, 95% CI − 194,527 to 31,086, p = 0.25). We
found no further changes in the level ($307,228, 95%
CI − 259,149 to 873,604, p = 0.32) or trend ($− 38,513
per month, 95% CI − 152,474 to 75,449, p = 0.60) of
statin costs after the implementation of the detailing
and sampling program.

Fig. 1 Statin prescribing in Manitoba from 2008 to 2013

Switchers

When generic atorvastatin was put on the Manitoba formulary, 37,614 patients switched from branded atorvastatin to generic atorvastatin in the 6 months following.
In contrast, we found no meaningful change in the
number of patients switching from either branded atorvastatin or branded rosuvastatin to generic atorvastatin
following the start of the detailing and sampling program. This can be seen in Fig. 3.
Starters

Prior to the introduction of generic atorvastatin, approximately 1560 patients were newly started on statins
each month. As shown in Fig. 4, the introduction of
generic atorvastatin did not impact the level (1.3%, 95%
CI − 1.3 to 3.9%, p = 0.11) or trend (0.1% per month,
95% CI − 0.4 to 0.6%, p = 0.42) of atorvastatin’s share of
new statin prescriptions. We did find, however, that the
detailing and sampling program had a small impact on
atorvastatin’s market share of new prescriptions, with
an increase of 2.5% (95% CI 0.1 to 5.0%, p < 0.01).
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Fig. 2 Total cost of statins in Manitoba from 2008 to 2013

Overall, this change translates to approximately 126
more new atorvastatin users in the year following the
program than would have been expected based on
existing trends. There was no significant impact on the
trend of atorvastatin’s market share of new prescriptions following the detailing and sampling program
(− 0.2% per month, 95% CI − 0.7 to 0.3%, p = 0.14).

Discussion
As a growing number of commonly prescribed drugs
lose patent protection, it is becoming increasingly important to promote the use of less expensive generic
medicines. Despite being run by a commercial detailing
firm and having successfully targeted high-prescribing
physicians, we found that the use of physician detailing

Fig. 3 Number of people who switched from a branded statin to generic atorvastatin from 2009 to 2013
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Fig. 4 Percent market share of new statin prescriptions in Manitoba from 2009 to 2013

and sample provision in Manitoba did not meaningfully
impact either generic statin use or overall statin costs.
Importantly, we found the program did not promote
switching established users from branded rosuvastatin,
despite this being one of the main aims of the program.
Finally, while we did find an impact on the choice of
starting statin for new users, the size of this effect was
very small.
Our results run counter to a significant body of evidence in support of academic detailing [7, 28–33] and
mounting evidence in support of sample provision in
modifying prescribing behavior [9–11]. We propose
two possible explanations for this discrepancy. First,
mandatory generic substitution rules and interchangeability provisions existed in Manitoba that required
pharmacists to dispense generics in place of equivalent
brand-name alternatives [34]. This means that even if a
physician prescribes the branded drug, unless the
physician has explicitly stated that there are to be no
substitutions, the pharmacy will dispense the generic
drug. As shown above, when generic atorvastatin became available on the Manitoba formulary, there was
an almost complete replacement of branded atorvastatin within a few months prior to the detailing and
sampling program. These mandatory substitution policies are very effective and do not seem to have any obvious harms [35]. Second, despite one of the program’s
stated aims being to encourage switching from branded
rosuvastatin to generic atorvastatin, there is very little
evidence to suggest that this was an achievable goal.
There have been many studies indicating physician’s

reluctance to change an effective treatment [36]. Therefore,
if a patient’s cholesterol was being well managed on
branded rosuvastatin, a physician was unlikely to switch
them to a different drug despite evidence of similar efficacy.
The comparatively small impact on the choice of starting
drug may have been influenced by either detailing on the
part of rosuvastatin’s manufacturer or by the knowledge
physicians may have had about rosuvastatin’s pending patent expiration. The data available only allowed us to evaluate the reach, fidelity, and dose of the program, but we
were unable to evaluate these contextual factors that may
have shaped how the intervention functioned [37].
While this study was designed to exploit the natural
experiment created by the implementation of the policy,
there are several limitations to our work. As our study
used administrative health data, we could not examine
detailed clinical data that might be obtained through
medical records. Similarly, we had limited measures regarding the appropriateness of prescribing, patient satisfaction, side effects, low-density lipoprotein levels, and
health outcomes for individuals who were started on one
statin versus another or were switched. However, much
of the available clinical evidence suggests that these
drugs have similar efficacy [38]. As the generic detailing
and sampling program in Manitoba was only conducted
for atorvastatin, our results may not be directly applicable to other medication classes or clinical areas. However, given the widespread prescribing of these medicines,
we believe our results are likely indicative of what would
occur with a similar program for other popular
medication classes.
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Conclusions
In a strictly regulated environment that includes generic
substitution, simply releasing a low-cost generic drug
will influence new starters on the drug to be prescribed
the generic. Switches on the other hand tend to be more
refractory, and even well-designed and evidence-based
programs to accelerate these pharmaceutical policies
have no room to further increase starts and do not affect
switching.

Page 7 of 8

Author details
1
Centre for Health Services and Policy Research, School of Population and
Public Health, Faculty of Medicine, The University of British Columbia,
Vancouver, British Columbia, Canada. 2Department of Medicine, University of
Alberta, Edmonton, Alberta, Canada. 3School of Population and Public
Health, Faculty of Medicine, The University of British Columbia, Vancouver,
British Columbia, Canada. 4Manitoba Centre for Health Policy, Max Rady
College of Medicine, Rady Faculty of Health Sciences, University of Manitoba,
Winnipeg, Manitoba, Canada. 5Department of Population Medicine, Harvard
Medical School, Boston, MA, USA. 6201-2206 East Mall, Vancouver, BC V6T
1Z3, Canada.
Received: 8 February 2017 Accepted: 13 November 2017

Acknowledgements
The authors acknowledge the Manitoba Centre for Health Policy, Manitoba
Health, and Seniors and Active Living, for use of data contained in the
Population Health Research Data Repository under project # (HIPC 2012/13 #53).
The results and conclusions are those of the authors and no official endorsement
by the Manitoba Centre for Health Policy, Manitoba Health, Seniors and Active
Living, or other data providers is intended or should be inferred.
Funding
This research was funded by an operating grant from the Canadian Institutes
of Health Research (MOP-286790, “The Impact of a Physician Detailing and
Sampling Program for Generic Atorvastatin,” Principal Investigator: Michael Law).
Michael Law received salary support through a New Investigator Award from
the Canadian Institutes of Health Research and a Scholar Award from the
Michael Smith Foundation for Health Research. The results and conclusions are
those of the authors and no official endorsement by the Canadian Institutes of
Health Research or others is intended or should be inferred.
Availability of data and materials
Data for this study were obtained from the Manitoba Centre for Health
Policy, Manitoba Health, and Seniors and Active Living for use of data
contained in the Population Health Research Data Repository under project
# (HIPC 2012/13 #53). These data are available, but restrictions apply to the
availability of these data, which were used under license for the current
study and so are not publicly available. Data are however available from the
authors upon reasonable request and with permission of the Manitoba
Centre for Health Policy, Manitoba Health, and Seniors and Active Living.
Prior presentations
Generic Atorvastatin: The impact of physician detailing and sampling in
Manitoba, Canadian Association of Health Services & Policy Research,
28/05/15, Montreal, Canada.
Authors’ contributions
MRL, SRM, SGM, and CBR conceived of and designed the study. All authors
contributed to the acquisition, analysis, or interpretation of data. HCW and
MRL drafted the manuscript. All authors critically revised the manuscript for
important intellectual content. LC and HCW contributed to the statistical
analyses. MRL obtained funding for and supervised the study. All authors
approved the manuscript for submission.
Ethics approval and consent to participate
The University of British Columbia Behaviour Research Ethics Board (H13-00983)
approved this study. As this study used administrative data, consent was not
required.
Consent for publication
Not applicable.
Competing interests
Michael Law has consulted for Health Canada on unrelated pharmaceutical
policy topics. All other authors declare no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

References
1. Kesselheim AS, et al. Clinical equivalence of generic and brand-name drugs
used in cardiovascular disease: a systematic review and meta-analysis.
JAMA. 2008;300(21):2514–26.
2. Secor Consulting. Generic drug pricing and access in Canada: what are the
implications? Toronto: Health Council of Canada; 2010.
3. Canadian Institute for Health Information, “Prescribed drug spending in
Canada, 2013: a focus on public drug programs,” 2015. [Online]. Available:
https://secure.cihi.ca/estore/productFamily.htm?locale=en&pf=PFC2896&lang=
en. Accessed 19 Nov 2015.
4. Canadian Institute for Health Information. Health care cost drivers: the facts.
Ottawa: Canadian Institute for Health Information; 2011.
5. Wazana A. Physicians and the pharmaceutical industry: is a gift ever just a
gift? JAMA. 2000;283(3):373–80.
6. Brax H, et al. Association between physicians’ interaction with
pharmaceutical companies and their clinical practices: a systematic review
and meta-analysis. PLoS One. 2017;12(4):e0175493.
7. Soumerai SB, Avorn J. Principles of educational outreach (‘academic
detailing’) to improve clinical decision making. JAMA J Am Med Assoc.
1990;263(4):549–56.
8. Kondro W. Academic drug detailing: an evidence-based alternative. Can
Med Assoc J. 2007;176(4):429–31.
9. Adair RF, Holmgren LR. Do drug samples influence resident prescribing
behavior? A randomized trial. Am J Med. 2005;118(8):881–4.
10. Symm B, Averitt M, Forjuoh SN, Preece C. Effects of using free sample
medications on the prescribing practices of family physicians. J Am Board
Fam Med. 2006;19(5):443–9.
11. Miller DP, Mansfield RJ, Woods JB, Wofford JL, Moran WP. The impact of
drug samples on prescribing to the uninsured. South Med J. 2008;101(9):
888–93.
12. Hartung DM, Evans D, Haxby DG, Kraemer DF, Andeen G, Fagnan LJ. Effect
of drug sample removal on prescribing in a family practice clinic. Ann Fam
Med. 2010;8(5):402–9.
13. O’Malley AJ, Frank RG, Kaddis A, Rothenberg BM, McNeil BJ. Impact of
alternative interventions on changes in generic dispensing rates. Health
Serv Res. 2006;41(5):1876–94.
14. Scott AB, Culley EJ, O’Donnell J. Effects of a physician office generic drug
sampling system on generic dispensing ratios and drug costs in a large
managed care organization. J Manag Care Pharm. 2007;13(5):412–9.
15. Bhargava V, Greg M, Shields M. Addition of generic medication vouchers to
a pharmacist academic detailing program: effects on the generic dispensing
ratio in a physician-hospital organization. J Manag Care Pharm. 2010;16(6):384.
16. Fuhrmann RC, “5 Best-Selling Prescription Meds Of All Time,” Investopedia,
17-Sep-2012. [Online]. Available: https://www.investopedia.com/financialedge/0912/5-best-selling-prescription-meds-of-all-time.aspx. Accessed 20
Nov 2017.
17. Jones PH, et al. Comparison of the efficacy and safety of rosuvastatin versus
atorvastatin, simvastatin, and pravastatin across doses (STELLAR* trial). Am J
Cardiol. 2003;92(2):152–60.
18. S. C. Government of Canada, “Population, urban and rural, by province and
territory (Manitoba),” 2011. [Online]. Available: http://www.statcan.gc.ca/tablestableaux/sum-som/l01/cst01/demo62h-eng.htm. Accessed 20 Nov 2015.
19. Pharmacare Program | Manitoba Health | Province of Manitoba. [Online].
Available: http://www.gov.mb.ca/health/pharmacare/index.html.
Accessed 10 Sept 2012.

Worthington et al. Implementation Science (2017) 12:141

Page 8 of 8

20. Bulletin # 65: Manitoba drug benefits and interchangeability formulary
amendments. [Online]. Available: http://www.gov.mb.ca/health/mdbif/docs/
bulletins/bulletin65.pdf. Accessed 20 May 2016.
21. Roos N, Shapiro E. Revisiting the Manitoba Centre for Health Policy and
Evaluation and its population-based health information system. Med Care.
1999;37(6 Suppl):JS10–4.
22. Ray WA. Evaluating medication effects outside of clinical trials: new-user
designs. Am J Epidemiol. 2003;158(9):915–20.
23. Wagner AK, Soumerai SB, Zhang F, Ross-Degnan D. Segmented regression
analysis of interrupted time series studies in medication use research. J Clin
Pharm Ther. 2002;27(4):299–309.
24. Schneeweiss S, Walker AM, Glynn RJ, Maclure M, Dormuth C, Soumerai SB.
Outcomes of reference pricing for angiotensin-converting–enzyme
inhibitors. N Engl J Med. 2002;346(11):822–9.
25. Majumdar SR, McAlister FA, Soumerai SB. Synergy between publication and
promotion: comparing adoption of new evidence in Canada and the
United States. Am J Med. 2003;115(6):467–72.
26. Dormuth CR, Glynn RJ, Neumann P, Maclure M, Brookhart AM, Schneeweiss
S. Impact of two sequential drug cost-sharing policies on the use of inhaled
medications in older patients with chronic obstructive pulmonary disease or
asthma. Clin Ther. 2006;28(6):964–978; discussion 962–963.
27. Law MR, Majumdar SR, Soumerai SB. Effect of illicit direct to consumer
advertising on use of etanercept, mometasone, and tegaserod in Canada:
controlled longitudinal study. BMJ. 2008;337:a1055.
28. Ostini R, et al. Systematic review of interventions to improve prescribing.
Ann Pharmacother. 2009;43(3):502–13.
29. O’Brien MA, et al. Educational outreach visits: effects on professional practice
and health care outcomes. In: The Cochrane Collaboration, O’Brien MA, editors.
Cochrane database of systematic reviews. Chichester: Wiley; 2007.
30. Sketris IS, Langille Ingram E, Lummis HL. Strategic opportunities for effective
optimal prescribing and medication management. Can J Clin Pharmacol.
2009;16(1):e103–25.
31. Canadian Agency for Drugs and Technology Assessment, “Rx for change
database,” 2011. [Online]. Available: https://www.cadth.ca/resources/rx-forchange/database/intervention?id=4. Accessed 13 Jan 2012.
32. Lu C, Ross-Degnan D, Soumerai S, Pearson SA. Interventions designed to
improve the quality and efficiency of medication use in managed care: a
critical review of the literature—2001–2007. BMC Health Serv Res. 2008;8(1):75.
33. Majumdar SR, Lipton H, Soumerai S. Chapter 25—evaluating and improving
physician prescribing. In: Pharmacoepidemiology. 5th ed. Chichester: Wiley;
2012. p. 402–22.
34. Competition Bureau Canada. Canadian generic drug sector study. Ottawa:
Government of Canada; 2007.
35. Posner J, Griffin JP. Generic substitution. Br J Clin Pharmacol. 2011;72(5):731–2.
36. Lublóy Á. Factors affecting the uptake of new medicines: a systematic
literature review. BMC Health Serv Res. 2014;14:469.
37. Moore GF, et al. Process evaluation of complex interventions: Medical
Research Council guidance. BMJ. 2015;350:h1258.
38. Wlodarczyk J, Sullivan D, Smith M. Comparison of benefits and risks of
rosuvastatin versus atorvastatin from a meta-analysis of head-to-head
randomized controlled trials. Am J Cardiol. 2008;102(12):1654–62.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

