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Invisible Influence: Exploring Nurses’ Interactions with Industry in Clinical Practice 

Quinn Grundy 

Abstract 

Purpose: The purpose of this multi-sited, ethnographic study was to explore whether and how 

registered nurses (RNs) interact with medical-related industry in clinical practice. 

Background: Recently passed legislation aims to bring transparency to the relationships 

between physicians and industry in an effort to curb rising costs and threats to patient safety 

resulting from biased decision-making resulting from conflicts of interest. This legislation, 

however, omits nurses. In this era of healthcare reform, registered nurses are increasingly 

influential clinicians and their power is recognized by industry; they may be targeted by 

marketing and subject to conflicts of interest similar to those addressed for physicians. 

Methods: An ethnographic approach was used to explore this issue within a purposive sample 

(n=4) of hospitals selected to represent different types of institutions. Participants (n=72) 

included staff nurses, advanced practice nurses, administrators, and industry representatives. 

Four data collection strategies were triangulated: targeted observation of nurse-industry 

interactions; focus groups with RNs; individual interviews with key informants; and documents 

analysis. Data were analyzed using an interpretive approach. 

Results: Through formalized processes, industry representatives had become built into the 

everyday and often vital functioning of hospitals and these activities were redefined as 

something other than marketing. Although administrators generally denied that nurses interacted 

with industry, nurses reported frequent and varied interactions with industry; marketers described 

their interest in nurses as strategically positioned institution insiders. Due to discourses which 

constrained the ways that nurses could conceive of and exercise their authority, interacting with 
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industry was empowering. Nurses experienced marketing as benign as they did not identify as 

“decision makers.” For some participants, interacting with industry triggered the sense that these 

interactions were potentially problematic and they developed strategies on an individual, ad-hoc 

basis to attempt to manage them practically and ethically. 

Conclusions: Institutions have created a strategic invisibility around nurse-industry interactions, 

externalized the costs of these interactions to the public and outsourced their management to 

individual clinicians. Nurses did not relate to the concept of conflict of interest and lacked a 

social and political climate that validated their ethical dilemmas experienced in the course of 

interacting with industry. Creating a climate within healthcare that fosters moral perception 

within the context of industry interactions is necessary to protect the public interest.  
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Introduction 

There is a hush over the hospital at 7 in the morning. Bleary-eyed, anxious family 

members wave to their fathers, sisters, wives, sons as they are pushed through the double doors 

marked “restricted access” on their way to surgery. Then they go off to find a coffee or a corner 

of the waiting room, and proceed to wait. A quiet hum begins to grow; in the locker rooms, the 

night shift staff peels off their hats, booties, and pale green scrubs, transforming back into regular 

people, while the day shift performs the opposite transformation. And among this tidal change of 

greens, there are flashes of bright red scrubs: the medical device sales representatives who pass 

through the double doors, towing suitcases on wheels, stopping to check in at the nursing station.  

In an operating room, a scrub nurse begins setting up her sterile field for a spine surgery. 

The circulating nurse bustles around fetching packages of dressings and implements, collecting 

documents, setting up the electronic chart. Talking amongst themselves, the nurses chat over the 

tables as the scrub nurse sets out the tools and supplies they will need in the course of the surgery. 

Bantering with notes of irony and humor in their voices, the scrub nurse observes, “this surgeon 

doesn’t like me,” while the other offers, “well, we’re not the A-team he prefers,” both 

anticipating conflict of some sort during the case. In walks a tall, blond, good-looking man in 

bright red scrubs, who warmly greets the nurses. He is the sales representative for the device 

company that manufactures the screws that will be implanted in the patient’s spine during 

today’s surgery.  

Andrew, the sales representative, had left his house at 5:30 this morning, hopped in his 

mobile “office” (the company car) and commuted to the hospital, one of the biggest clients in his 

territory. He is here several days a week supporting cases and knows his way around. He has two 

small children, but puts in 60+ hours a week, as he works on 100% commission in this “sink or 
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swim” field. He steps out briefly to grab a coffee while the scrub nurse goes to “scrub in” – a 

thorough hand and arm washing – and by the time he returns, the scrub nurse is in need of 

assistance to tie her sterile gown and he readily sets down the coffee by the charting station to 

assist. The patient is wheeled into the room by the anesthesia team. The surgical fellow arrives 

after scrubbing in, greeting Andrew warmly, then hovers over the patient to begin readying for 

the case.  

Andrew and the scrub nurse stand over the tables covered in supplies and big metal boxes. 

These are sterile trays filled with tools that look like hammers, screw drivers, clamps and 

ratchets, on loan from Andrew’s company, “included” in the price of the screw implants. 

Andrew’s role is to support the scrub nurse; for each case, only about 25% of all the tools they 

have ready will be used and these are tailored to the individual surgeon and the case. Although 

the nurses are orthopedic specialists and have probably worked with these sets before, spine 

implants are a highly competitive field. This scrub nurse has likely worked with 10 different 

surgical sets from various companies, with various surgeons since she last used these particular 

tools. Andrew’s role is to help the nurse to navigate the boxes and to have the appropriate tools 

ready at the appropriate time, helping the nurse to set up the equipment and offering suggestions 

minute to minute during the case. Andrew has a Bachelor of Science in Marketing and spent an 

intensive 2 weeks at his company’s headquarters studying anatomy, the equipment, and sales 

strategies, followed by 6 months of field training with an experienced sales representative. 

Occasionally, Andrew perceived that nurses resented this “help” as Andrew had no clinical 

training, but ignoring his suggestions could mean slowing down the surgery and angering the 

surgeon.  
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As the fellow begins the case, draping the patient, sterilizing the skin, Andrew attempts to 

make himself useful. He answers the phone when it rings – “Hello? OR #1, this is Andrew;” he 

picks up the packaging the scrub nurse discards from her sterile field; he banters with the techs; 

when the OR tech brings in a missing item, he praises him, “You’re the best!” 

The surgeon then arrives and introduces himself to those in the room. He has an air of 

celebrity, and is accompanied by two international visiting surgeons. Andrew has known this 

surgeon for over 6 years and praises him as “incredibly talented . . . I don’t want to say, ‘fast,’ 

but he is very efficient and does procedures in a quarter of the time it takes others.” Andrew 

recently accompanied this surgeon, at the surgeon’s request, on an international trip to complete 

a “high profile case on a rich business man”; his company and the surgeon shared the cost of his 

trip. The surgeon brought Andrew along to work with the nurses during the operation.  

After orienting himself, the surgeon barks at a surgical tech regarding a missing 

implement and the x-ray tech as the x-ray machine was not immediately available. Andrew gives 

the OR tech a comforting pat on the back when the surgeon’s back is turned.  

The procedure commences: the surgeon standing over the patient, the scrub nurse just a 

few feet to his side, presiding over the sterile field, while Andrew is just on the other side, 

monitoring their every move. At this stage, Andrew quietly tells the scrub nurse to get certain 

tools ready, to trade an implement for one of another size, then, to show the surgeon the allograft 

“now.” She seems reassured by his presence, responding to his suggestions instantly. The 

interaction between Andrew and the nurse falls into even greater sync when a ratchet 

malfunctions as the pace of the surgery picks up. The surgeon is feeling pressured – at this stage 

the implants are being placed – and in turn, pressures the scrub nurse; time is of the essence. 

Implements fall more heavily on her table as if tossed or dropped, the tools themselves sounding 
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frustrated. At one point the surgeon makes a sharp remark to the nurse who does not respond, 

except to raise her eyebrows to the circulating nurse when the surgeon’s back is turned. The 

intensity of the case escalating, the surgeon continues to show impatience with the nurse and to 

give curt orders, in response to which she turns to Andrew, who readily provides direction. In 

concert, they do their best to avoid an eruption of the surgeon’s anger, to deescalate his 

impatience. In this way, Andrew – an expert in this surgeon’s particularities, idiosyncrasies, 

temperament, technique and preferences – acts as a translator and mediator for the nurse, helping 

to avoid the abuse that is both unpleasant and stressful, but also potentially dangerous when a 

patient’s spine lies exposed on the operating table.  

By the end of the case, 4 little screws are in the patient’s spine. The patient is wheeled out 

of the room to the recovery area, accompanied by the circulating nurse who completes the 

handover to the postoperative team. The fellow goes to clean the blood off his shoes before 

speaking with the family; the scrub nurse to reorganize the equipment for sterile processing and 

completing the documentation. Andrew pulls out an iPad, asking the nurse to double check, and 

submits the invoice for the screws to the company and the hospital billing department – a total of 

several thousand dollars. It is not yet noon. Andrew says his goodbyes and takes off, heading 

back to his mobile office to catch up on emails and calls before he heads to another hospital and 

another case. 

 

 

 

*  *  * 
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Relationships between clinicians and medically-related industry have come under 

increased public scrutiny due to rising discomfort with the idea that corporations’ pursuit of 

profit and growth is influencing the provision of healthcare. Specifically, policymakers have 

focused attention on the relationships between physicians and pharmaceutical and medical 

device companies, as these relationships are associated with rising healthcare costs and threats to 

the quality and safety of care (Pew Prescription Project, 2009). As part of the Affordable Care 

Act (ACA), lawmakers passed the Physician Payments Sunshine Act in March 2012, which aims 

to bring transparency to the financial relationships between physicians and industry.  

In October 2014, the Centers for Medicare and Medicaid Services (CMS) launched the 

website Open Payments as mandated by the Sunshine Act. This website makes public, through a 

searchable database, payments made to physicians by companies whose products are covered 

under Medicare and Medicaid. Already, $3.5 billion in payments has been disclosed, stemming 

from the first wave of data – a 5 month period in 2013 (Centers for Medicare and Medicaid 

Services, 2014). The chief aim of this legislation is to make transparent possible corporate 

influences on physicians’ decision making that have been associated with increased healthcare 

costs, threats to public safety and a loss of public trust in the healthcare system (Pew Prescription 

Project, 2009; Physician Payments Sunshine Act, 2010). The Sunshine Act does not limit any 

type of physician-industry relationship, but only requires disclosure of payments made to 

medical doctors (and also teaching hospitals, osteopaths, dentists, chiropractors, optometrists and 

podiatrists) that are valued at $10 or more (Physician Payments Sunshine Act, 2010). Therefore, 

it is an incremental, but largely symbolic step towards mitigating the ethical and economic costs 

of conflicts of interest resulting from clinician-industry relationships (Grundy, 2012). 
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Notably, nurses, whether they prescribe or not, are omitted from this mandate, despite 

comprising the largest proportion of healthcare professionals and sitting at key junctions of 

health and healthcare decision making (Grundy, 2012). Was this omission because policymakers 

believed that these interactions did not happen? Or, did they not consider these interactions 

consequential enough to warrant policy attention? Similarly, the nursing profession has been 

conspicuously silent in regards to the ethical issue of conflict of interest (Crigger, 2009; Jutel & 

Menkes, 2008; Lakeman, 2010), despite being consistently rated the “most trusted profession” 

(Riffkin, 2014). Despite a growing body of literature documenting the potentially harmful effects 

of marketing to prescribing clinicians (Grundy, Bero, & Malone, 2013; Mintzes et al., 2013; 

Spurling et al., 2010; Wazana, 2000), little work has explored this phenomenon among non-

prescribing clinicians and almost nothing is known about whether and how nurses interact with 

industry in their clinical practice.  

This project sought to explore the ways that registered nurses (RNs) interact with 

medically-related industry in day-to-day clinical practice. RNs encounter medically-related 

industry that supplies the products used in healthcare, but they also practice in increasingly 

corporatized healthcare settings, and may in fact, be employees of healthcare corporations. As 

the spotlight turns upon physician-industry interactions and institutional policies restrict 

industry’s access to physicians, nurses may become “soft targets” for marketing and susceptible 

to its influence (Jutel & Menkes, 2008). 

Clinician-Industry Interactions 

Conflict of interest is the ethical issue most associated with the relationships between 

clinicians and industry. Conflicts of interest occur in the context of fiduciary relationships, where 

an individual is asked to exercise judgment on another’s behalf (Davis, 1993). In healthcare, 
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where discretionary judgment is a hallmark of clinical practice (Freidson, 1970) and an 

individual’s vulnerability is greatly heightened, conflicts of interest have potentially grave 

consequences. The idea is that relationships between clinicians and industry, and in particular, 

financial relationships as in the receipt of payments or gifts, can bias decision making that should 

take only the patient’s interests into account. Conflicts of interest, whether actual or perceived, 

may threaten the trust that the public places in health professionals as those who, due to their 

particular knowledge and skills, are relied upon to make decisions affecting an individual’s 

health and well being (Brennan, Rothman, Blank, & Blumenthal, 2006; Crigger, 2009). However, 

beyond the preservation of public trust, what remains at stake is clinicians’ judgment and the 

consequences of health decisions that may be based upon the best marketing, rather than the best 

evidence or expertise, which in turn may create social costs beyond the harms caused to an 

individual patient.  

The pharmaceutical industry is estimated to spend approximately $57 billion a year on 

marketing, nearly twice the amount the industry spends on research and development (Gagnon & 

Lexchin, 2008). Over one third of this spending is dedicated to detailing – visits to health 

professionals by sales representatives – suggesting that promotion to health professionals is a 

priority for the pharmaceutical industry (Gagnon & Lexchin, 2008). The pharmaceutical 

industry’s trade association, PhRMA, states in its Code on Interactions With Health 

Professionals that the purpose of these interactions is “to inform healthcare professionals about 

the benefits and risks of our products . . . to provide scientific and educational information, 

support medical research and education, and obtain feedback and advice about our products” 

(Pharmaceutical Research and Manufacturers of America, 2008). However, analysis of internal 

industry documents, publicly available through litigation, revealed that the purpose behind visits 
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to health professionals is to increase sales, often through illegal practices such as the promotion 

of off-label uses (Applbaum, 2009; Kesselheim, Mello, & Studdert, 2011; Steinman, Bero, Chren, 

& Landefeld, 2006).  

Marketing to physicians is associated with increased prescribing frequency and cost, non 

rational prescribing, awareness, preference and rapid prescribing of new drugs, decreased 

prescription of generic drugs, and formulary addition requests for the promoted drug (Spurling et 

al., 2010; Wazana, 2000). Overall, 84% of a random, national sample of US physicians reported 

receiving gifts, meals, payments or travel from industry in the course of a year (Campbell et al., 

2010). Those who reported at least one of these industry relationships were significantly more 

likely than those with none to report willingness to prescribe a brand name drug when a generic 

alternative was available (Campbell et al., 2010). A review examining the relationship between 

exposure to information provided by pharmaceutical companies and the quality, quantity, and 

cost of physicians’ prescribing found that with a few exceptions, marketing resulted in lower 

quality, higher quantity and higher costs, or found no association at all (Spurling et al., 2010). 

Marketing researchers found that attendance at sponsored meetings and events had a positive, 

significant effect on physicians’ decisions to prescribe a new drug for the first time that was 

almost equal to that of detailing (Liu & Gupta, 2012). 

Sales representatives are often the most common source of information for prescribers for 

either brand or generic drugs (Anderson, Silverman, Loewenstein, Zinberg, & Schulkin, 2009; 

Hall, Cantrill, & Noyce, 2003; Prosser, Almond, & Walley, 2003; Shrank et al., 2011) and were 

sometimes the only source of information consulted prior to the prescription of a new drug 

(Jones, Greenfield, & Bradley, 2001; Prosser et al., 2003). However, in an analysis of sales 

representatives’ visits to primary care physicians in four countries, researchers found that sales 
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representatives provided a minimally adequate amount of safety-related information in only 

1.7% of all visits (Mintzes et al., 2013). Instead, the drug’s health benefits were described twice 

as often and in over half the visits, sales representatives failed to mention a single harmful effect. 

That said, physicians judged the information received positively and indicated their willingness 

to increase prescription of the promoted drug in 2/3 of cases (Mintzes et al., 2013). 

The majority of non-physician clinicians across disciplines also meet with sales 

representatives, rely on them for information to support their clinical practice, and may act as 

distributors for similar materials targeted at patients (Grundy et al., 2013). These materials are 

viewed as extremely helpful, but also as an ethical and appropriate use of industry resources as 

they are seen as both educational and of benefit to patients (Grundy et al., 2013). However, 

analysis of these types of “educational”/promotional materials suggests that clinicians should not 

base clinical decision making on this information. For example, an analysis of drug promotional 

brochures found that 80% presented data from pharmaceutical industry-funded studies, that only 

a minority compared the promoted drug to other therapies, that clinically important patient 

outcomes were rarely presented, and that instead, outcomes with the greatest visual impact and 

greatest percent change from baseline or relative risk reduction were used in their place 

(Cardarelli, Licciardone, & Taylor, 2006). Similarly, 89% of advertisements targeted at nurses in 

wound care journals made claims about a product’s benefit or efficacy, but only 35% were 

supported by a citation (Dumville, Petherick, O'Meara, Raynor, & Cullum, 2009). However, 

38% of these citations referenced proprietary data on file with the manufacturer that was neither 

peer-reviewed nor publicly available and over half the claims were not actually supported by the 

citation; commonly, the advertisement exaggerated the product’s benefit (Dumville et al., 2009). 
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Unlike pharmaceuticals, devices like wound care products do not require proof of efficacy before 

coming to market nor are the content of advertisements regulated in the same way.  

Though clinicians appear to have an increased consciousness around the potential for 

these interactions to affect practice and can identify potential issues with the objectivity of 

industry-derived information, the ethicality of the receipt of gifts, and the influence on 

prescribing and other clinical practices, generally favorable attitudes toward interacting with 

industry persist (Grundy et al., 2013; Korenstein, Keyhani, & Ross, 2010). Health professionals 

continue to believe that they personally are not susceptible to the influence of marketing, despite 

recognizing the potential for bias and expecting marketing to impact the behavior of their 

colleagues (Campbell et al., 2010; Crigger, Barnes, Junko, Rahal, & Sheek, 2009; Jutel & 

Menkes, 2009; Korenstein et al., 2010). 

Internal industry documents and whistleblower complaints document companies’ 

systematic marketing strategies aimed at promoting off-label use, which is illegal because there 

is insufficient scientific evidence to support drug safety and efficacy for off-label indications 

(Applbaum, 2009; Kesselheim et al., 2011; Steinman et al., 2006). Brand name, heavily 

marketed medications are more likely to be recalled for safety reasons or carry black box 

warnings (Angell, 2005; Pew Prescription Project, 2009). The sheer number and size of high 

profile, recent settlements between the federal US government and pharmaceutical companies for 

alleged illegal marketing practices suggest that these practices are pervasive and that settlement 

costs have become merely part of the costs of doing business (Kesselheim et al., 2011); the 

hidden costs, however, are a public burden. The public pays for these practices not only through 

sky-rocketing drug prices, but also with their health when exposed to drug-induced side effects, 

sometimes resulting in disability or death (Angell, 2005).  
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The global reach of industry, particularly the pharmaceutical industry, is evident and 

similar marketing strategies are being employed with clinicians worldwide (Grundy et al., 2013; 

Lieb & Brandtönies, 2010; McNeill et al., 2006; Saito, Mukohara, & Bito, 2010). Though nurses 

and other allied health professionals have so far been omitted from policy initiatives, it appears 

that nurse prescribers, and perhaps RNs interact frequently with industry in numerous ways 

(Grundy et al., 2013). The prevalence of views of industry as at worst, a ‘necessary evil,’ and the 

lack of imagined alternatives to the vast resources made available to clinicians by industry, 

points to a normalization of clinician-industry interactions in clinical practice, despite evidence 

of possible harms (Grundy et al., 2013).  

Nurse-Industry Interactions 

 The purpose of this project was to explore whether and how registered nurses (RNs), who 

do not prescribe, interact with medically-related industry in day-to-day clinical practice. I 

conducted a multi-sited, ethnographic study to understand how these interactions are embedded 

within existing professional and institutional cultures and how they might shape cost and quality 

dynamics in healthcare systems. From January 2012 through October 2014, I conducted 

interviews, focus groups, and fieldwork, interviewing 72 individuals including staff nurses, nurse 

managers, clinical nurse specialists (CNS), as well as administrators, supply chain professionals 

and professionals working in the medical device and pharmaceutical industries. Interpretive 

phenomenology provided the theoretical foundation for this methodology (Benner, Tanner, & 

Chesla, 2009; Dreyfus, 1991; Heidegger, 1962) (See Chapter 1).  

This project is grounded in the experience of RNs who practice in contemporary US 

hospitals. There are currently 2.9 million RNs in the US, comprising 37% of all health 

professionals (Bureau of Labor Statistics, 2014; National Center for Health Workforce Analysis, 
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2014). The RN role is represented at all levels of institutional hierarchy – from the bedside to the 

executive suite – and these clinicians practice in diverse capacities including direct patient care, 

unit and department management, hospital administration, nursing education, case management, 

care coordination and discharge planning, quality improvement, utilization management and in 

advanced practice roles, such as specialty practice and clinical leadership. RNs are situated 

differently than physicians within the healthcare system – both in the way their employment is 

structured and in their relationship to patients. For example, they typically are paid by the 

institutions in which they work, rather than by insurance or direct billing, and they do not have 

economic interests that may be at risk with adoption of new technologies, as might be the case 

for a physician in a clinic.  

The RN is arguably the most important clinician in this era of health reform and 

emerging care models, which emphasize chronic disease prevention and management, and 

“value”-driven care (Institute of Medicine, 2011; National Center for Health Workforce Analysis, 

2014). Thus, nurses are an important target for marketing. Though RNs do not have prescriptive 

authority, they are frequently involved in treatment decisions such as recommending treatments 

to the prescriber, advising patients on over-the-counter medications, or participating in the 

development of practice standards around the use of medications (Jutel & Menkes, 2010). Nurses 

frequently engage in medication teaching and in the promotion of medication adherence and care 

compliance. This is of great interest to pharamceutical companies who must not only increase the 

number of prescriptions written, but especially for chronic conditions, must ensure that 

prescriptions are refilled as many times as possible and shorten the time between identifying a 

condition and getting a prescription to treat it (Dumit, 2012). Unexplored to date is RNs’ role in 

clinical purchasing decisions. For example, RNs, particularly those in management, education or 
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specialist roles, evaluate and select products, devices, and capital equipment used in patient care 

and day-to-day hospital activities.  

 The majority of RNs (61%) practice within acute care hospitals (Bureau of Labor 

Statistics, 2014), which provided the setting for this project. The institutionalization of caring for 

the ill, technological advancement within medicine, and the professionalization of nursing were 

three intimately woven phenomena (Rosenberg, 1995). The rise of the hospital schools of 

nursing followed the mutually constitutive process of “women seeking knowledge and 

physicians seeking knowledgeable women” (D'Antonio, 2010, p. xv); the trade of their student 

labor for expert knowledge, specialized skills and additional education was a means for women, 

and some men, to reshape the highly gendered experience of caring for the sick in ways that 

opened up possibilities for their identities, worth and power (D'Antonio, 2010). Yet the nursing 

profession and its work of caring for the sick has been greatly shaped by the constraints imposed 

upon it by a patriarchal society that does not value the work of caring (Reverby, 1987). At the 

same time, the medical elite strategically ensured control over hospital practices by delegating 

subordinate tasks disproportionately to women, members of lower social classes, and racial and 

ethnic minorities, while simultaneously formally excluding these groups from entry to the 

medical profession (Freidson, 1970; Starr, 1984). Further, medicine eliminated economic 

competition in the form of rival clinicians, by ensuring structuring billing and reimbursement 

practices to ensure that only medical doctors could bill directly (Starr, 1984); nurses became 

hospital employees, and the economic value of their work was embedded in the line item “room 

and board” (Lasater, 2014; Rosenberg, 1995). The professionalization of nursing accompanied a 

strong nursing identity, which emphasized discipline, loyalty and obedience (Rosenberg, 1995), 

but also control over “impressions” of competence, courage and control of clinical spaces 
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(D'Antonio, 2010). Since the rise of hospital bureaucracy, nurses have been integral to this 

bureaucracy, and often in positions of considerable power, first in the role of matron, then school 

superintendent, a role often combined in the nurse-superintendent, having direct access to 

hospital trustees (D'Antonio, 2010; Rosenberg, 1995). At the same time, nursing has long been 

so divided by class and race that the profession’s political unity was frequently undermined in 

attempting to address the ideology and social conditions that constrained nursing’s efforts 

(Reverby, 1987).  

Nurse-industry interactions are likely as old as the hospital as an institution. Historically, 

for both individual physicians and institutions, the display of technical prowess and possession of 

cutting edge technology was a marker of status and a key point on which hospitals could 

compete with one another for paying patients and quality physicians (Rosenberg, 1995). The 

hospital as an institution actually represents an assemblage of public, non-profit and for-profit 

organizations providing services that make up about one third of total healthcare spending 

(Iglehart, 2014). Hospitals have never represented the ideal in terms of healthcare delivery (a 

critique levied as early as 1920) in comparison with community-based, patient-centered, 

preventive care and public health (Rosenberg, 1995). The appeal and value of hospital-based 

care rose with technological advancement, particularly in the surgical field, though at enormous 

cost to the healthcare system (Rosenberg, 1995). The tenacity of a decentralized hospital system 

(both in terms of funding and decision-making) has resulted in an assemblage of capital-

intensive institutions in competition with one another (Rosenberg, 1995). From their inception as 

social institutions, hospitals were founded as part of elite notions of stewardship and visions for 

the common good and have relied heavily on public funds, justifying this in terms of general 

social welfare, but remaining under private control (Rosenberg, 1995). The hospital has thus 
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been an ideal customer for medically-related industry as an institution under private control, with 

access to public funds, and able to justify the need to remain competitively cutting edge with 

discourses of public interest, care of the sick and social welfare.  

The US spent $8,508 per capita in 2011 on health expenditures – more than any other 

country – yet, ranks last among 11 developed nations in terms of efficiency, health equity and 

access to care, mortality amenable to medical care, infant mortality and healthy life expectancy 

at age 60 (Davis, Stremikis, Squires, & Schoen, 2014). One of the dominant drivers of inflated 

health costs in the US is the corporatization of health care goods and services (Geyman, 2004) 

and concern has been raised as to the appropriation of increasing proportions of the health sector 

by corporate industry (Clarke, Mamo, Fosket, Fishman, & Shim, 2010). In the name of 

efficiency, health care services are increasingly routinized, standardized, and fragmented, 

fundamentally changing the way that health professionals practice (Clarke et al., 2010; Malone, 

2003). Although healthcare professionals interact with industry on a daily basis and frequently 

operate within health systems owned by corporations, a tension exists between the legally 

mandated corporate mission to maximize profits for shareholders and the ethics underlying 

professional practice (Schroeder, 2003). Nurses in particular have criticized the corporate model 

of healthcare delivery and its emphasis on ‘customer service’ as incommensurable with nursing 

as a moral practice, as it creates distance between the nurse and the patient through emphases on 

rationalization, efficiency, and profitability (Austin, 2011; Malone, 2003; Springer, 2011; Varcoe 

et al., 2004). 

In this project, medically-related industry refers to the corporations that produce 

healthcare goods such as pharmaceuticals, medical devices, diagnostic testing and equipment, 

and nutrition supplements, and also investor-owned corporate health services such as nursing 
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homes, laboratories, hospitals, and dialysis centers. Medically-related industry is a relatively 

young sector, stemming from the advent of federal legislation securing public funding for health 

care goods and services (Geyman, 2004). Medically-related industry differs from other industries 

in that consumer choice is greatly constrained by physical access to health services, 

consolidation and relative lack of competition in the health sector, access to specialized and 

expert knowledge needed to make fully informed decisions, and the vulnerability of the patient 

state (Geyman, 2004). Further, unlike with other consumer goods, companies that market 

healthcare goods and services frequently must do so through a middleman – the clinician or 

institution, which purchases or prescribes these products on a patient’s behalf. 

Though most research has focused on physicians and the pharmaceutical industry, there 

is growing recognition that multiple industries’ marketing efforts target health care professionals 

across disciplines and practice settings (Grundy et al., 2013) and that industries such as the 

medical device, information technology, infant formula and food and beverage industries, may 

also be targeting their marketing efforts at clinicians. Similarities in corporate tactics such as the 

suppression or misrepresentation of scientific evidence, political lobbying techniques, 

sophisticated marketing strategies, and the use of front groups are increasingly noted across 

industries (Adams, 2007; Brezis & Wiist, 2011; Freudenberg, 2014; Wiist, 2010). Medically-

related industry is one of the most profitable sectors of industry and this sector relies heavily on 

discourses around life-saving innovation and service orientation to legitimate its profit-

generating capacity and to sustain a supportive regulatory climate (Angell, 2005; Gagnon & 

Lexchin, 2008). These claims are increasingly questioned, however, largely due to a number of 

high-profile exposés and settlements related to illegal and harmful marketing practices targeted 
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at clinicians such as off-label marketing, kickbacks, and conflicts of interest (Angell, 2005; 

Applbaum, 2009; Hockenberry, 2011; Kesselheim et al., 2011).  

An Overview 

 In the chapters that follow, I explore the everyday world of RNs practicing in acute care 

hospitals, and the ways that they encounter industry representatives and marketing. In Chapter 1, 

“Methods and Methodological Reflections,” I discuss the theoretical framework for this project, 

interpretive phenomenology, and outline the specific methods employed in the collection and 

analysis of the data. I conclude with methodological reflections that arose through the course of 

the project related to research payments in the context of a project about the gift economy of 

marketing and the ethics of participating in this gift economy as a researcher.  

 In Chapter 2, “Becoming a ‘Local Species’,” I explore the status quo for hospitals, which 

is the presence of formal policy and procedures related to interactions with industry. Participants 

readily pointed to the existence of these policies when first discussing nurse-industry interactions 

and then asserted that consequently, these interactions did not occur or had dramatically 

decreased. Though participants reported daily interactions with industry representatives, 

formalization had served to reclassify “industry interactions” as something else. Sales reps 

whose marketing efforts were experienced as disruptive and unethical were “invasive species”; 

those who participated in formal processes and successfully created the perception that their 

purposes were aligned with the hospital’s, became “local species” and familiar fixtures in the 

clinical setting. Marketing became obscured through these formal processes and was funneled 

through formal channels, becoming ethically neutralized. I show how industry has become built 

into the day-to-day and often vital functioning of hospitals, and demonstrate that institutions 
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have outsourced the practical and ethical management of interactions with industry to individual 

clinicians.  

 In Chapter 3, “We Interact Heavily,” I present findings that challenge the perception that 

nurses rarely interact with industry and that these practices are being adequately addressed by 

formal policy and procedure. Instead, nurses reported frequent and diverse interactions with 

industry representatives in their day-to-day practice and outside of the work setting. However, 

nurses did not always immediately identify with having “industry interactions” or struggled to 

quantify their frequency, given the ubiquity and normality, yet paradoxical invisibility, of these 

practices. Particularly, hospital administrators generally denied that nurses interacted with 

industry at all. Participants were baffled by the disconnect between administrators’ perceptions 

and their day-to-day realities as interactions with industry were often explicitly part of their 

nursing role such as purchasing equipment for the hospital. Although nurses interacted with 

multiple industries, the medical device industry marketed to nurses most prominently with 

messages related to workflow solutions and the patient experience. Marketers were highly 

interested in nurses’ particular knowledges related to these “human factors” and believed that 

collaboration with nursing was essential to commercial success in the current business climate 

focused on “value.” Nurses readily shared these knowledges as it gave them the sense of being 

heard and that their expertise was valued. 

Nurses themselves, however, did not always understand their value to industry and 

sometimes struggled to understand the intent of the marketing directed at nurses. In Chapter 4, 

“The Influence of the ‘Inside Man’,” I describe how participants sought to understand the intent 

of marketing, as they did not identify as “decision makers” and thus were unsure as to what 

marketers sought to sway. Instead, they described their authority in terms of “influence” and 
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identified as system insiders, a positioning which was of great interest to industry. The social 

institutions within which nurses practiced and the language they had available bounded their 

“influence” and undergirded nurses’ experience of lacking authority over their practices. Day-to-

day practice was enacted “in-between” formal units of authority and influence was enacted 

through “workarounds” designed to literally work around constraints on practice. Industry 

representatives interposed themselves into nurses’ webs of relations, gaining institutional access 

through knowledgeable insiders. Nurses experienced these relationships as validating, as industry 

representatives recognized and valued the form of power with which they identified, and 

empowering as industry was a source of material resources that opened up possibilities within 

their practice. 

However, for some nurses, relationships with industry triggered feelings of discomfort 

and unease and they consequently developed a set of practices to address these interactions. In 

Chapter 5, “The Rules of Engagement,” I explore how the perception that something ethical was 

at stake in interactions with industry arose. For most nurses, practice itself was the ethical 

situation, marked by resource constraints, and industry served as a tool in meeting the everyday 

challenges of having an ‘un-doable’ job. Others, however, had been primed by their social 

contexts to sense that interactions with industry were morally significant and consequently 

developed, on a personalized, ad-hoc basis, strategies to address interactions with industry and to 

mitigate potential harms. These strategies were markedly diverse including policing practices, 

business tactics, and vigilance strategies. Few participants explicitly named these situations as 

ethical or used the language of ethics and policy, suggesting they lacked a framework to 

articulate or navigate these interactions. 
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In the concluding chapter, I place the central tension of this work – the ubiquity, yet 

invisibility of nurses’ interactions with industry – in conversation with the empirical and 

theoretical literature. I argue that this invisibility is strategic on part of those with vested interest 

in nurse-industry interactions. The invisibility of these interactions is bolstered by industry’s 

efforts to create the perception that hospital, clinician, and industry goals are aligned. It is further 

explained by the infrastructural nature of nurses’ work, which is highly valued by industry and 

on which hospitals largely and invisibly “run.” The historic power relations in which nurses are 

situated frequently undermine the authority of nurses and the value of their work, causing the 

import of nurse-industry interactions to recede further from view. I explore the reasons why 

nurses did not relate the concept of conflict of interest to their practice. Rather, their practice 

entailed balancing multiple, conflicting interests of which industry was not always the most 

morally significant. Constraints on nursing practice made interacting with industry not a 

dilemma, but sometimes created possibilities. Further, nurses lacked a social and political 

climate that validated the ethical dilemmas they experienced in the course of interacting with 

industry.  

I conclude with recommendations for policy, practice and research that would work to 

alter the conditions under which the invisibility of nurse-industry interactions is created and 

maintained. Finally, I revisit the Sunshine Act since the lunch of Open Payments and suggest 

that it has offered a window of opportunity to reframe the relationships between clinicians and 

industry in such as way as to validate nurses’ ethical dilemmas arising from industry interactions, 

echoed by the concerns of the public at large.   
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Chapter 1 

Methods and Methodological Reflections 

Methods 

 When I first embarked on the study of nurse-industry interactions, I knew anecdotally 

that nurses were interacting with industry, and was thus surprised at the omission of nurses from 

major policy initiatives like the Sunshine Act. However, an exploration of my own institution’s 

industry relations policy and a search of the literature revealed very little as to whether and how 

nurses interacted with industry in their practice. Yet, when I conducted a pilot study with just 

five staff nurses, they shared incredibly rich and nuanced narratives about their day-to-day 

interactions with medically-related industries (Grundy, 2013). The challenge was to design a 

research project about a phenomenon that not only was taken-for-granted, but for many, had 

been rendered invisible.  

What little had been written about nurses’ interactions with industry in their clinical 

practice was largely based on survey research, which treated these interactions as discrete, 

acontextual, individual interactions, such as asking clinicians to report on the various types of 

interactions in which they engaged or the types of gifts which they received, and their attitudes 

and beliefs surrounding these different types of interactions (Grundy, Bero, & Malone, 2013). 

Conceiving of nurse-industry interactions in this way obscured the way these interactions are 

embedded in existing institutional, social and cultural practices (Oldani, 2004). Although a 

survey approach could have determined the frequency or prevalence of nurses’ interactions with 

industry, I would have had to presuppose the nature of these interactions and assume that they 

looked similar to the kinds of interactions between prescribers and sales representatives – the 

focus of the only existing survey instruments. Instead, I chose interpretive phenomenology, an 
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approach that is well suited to the study of the everyday world and for those phenomena that are 

so familiar they become taken-for-granted and fail to ‘show up’ due to their normalcy.  

Interpretive Research 

Interpretive research, as a qualitative methodology, emphasizes the qualities and 

meanings attributed to phenomena without seeking to measure these qualities or meanings in 

terms of quantity, intensity or frequency (Denzin & Lincoln, 2005). Interpretive methodologies 

aim for understanding instead of causal explanation, can be conducted in everyday settings, and 

garner knowledges that are embedded in experience (Mackey, 2005). Interpretive methodologies 

operate from the standpoint of socially constructed reality, asserting the value-laden nature of 

inquiry (Denzin & Lincoln, 2005). Interpretive methods are useful for exploring those 

phenomena which are relatively unexamined or under-articulated because they remain too close 

to our everyday practices and habits to submit to conscious reflection.  

Phenomenology, an interpretive methodology, is grounded in the philosophy of 

Heidegger, who argued that human beings primarily exist in an absorbed, engaged, practical 

mode (Dreyfus, 1991; Heidegger, 1962). Rather than existing as a primarily ‘thinking’ subject, 

Heidegger proposed that beings exist and understand the world through their actions – a mode of 

being that does not always require conscious reflection (Heidegger, 1962). Heidegger attributed 

‘being’ as a state for all entities, but certain entities stood out in that “in its very Being, that 

Being is an issue for it,” or rather, certain beings were capable of self-interpretation (Heidegger, 

1962, p. 32) This kind of self-interpretation does not require that one consciously ‘think’ about 

it; rather, one embodies a holistic interpretation of what it is to be a person through one’s actions 

(Dreyfus, 1991). Heidegger explains, “In everyday terms, we understand ourselves and our 

existence by way of the activities we pursue and the things we take care of” (Heidegger, 1982, p. 
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159). Thus, it is through the study of concrete, practical activity – our “average everydayness” 

(Heidegger, 1962, p. 69) and absorbed coping – that insight can be gained as to what it means to 

be human and the particular meanings ascribed to the entities with which humans interact. 

As developed by several contemporary scholars, such as Dreyfus (Dreyfus, 1991) and 

Benner (Benner, 1994; Benner, Tanner, & Chesla, 2009; Brykczynski & Benner, 2010), 

interpretive phenomenology rests on several assumptions about human nature and the way we 

make sense of the world that make it particularly useful for exploring the ethical dimensions of a 

phenomenon; taking into account the context, history and particulars of a situation; explicating 

the range of experience associated with a particular phenomenon; and critiquing discourse and 

ideology. Its development continues as a translational science with important policy applications 

(Chesla, 2008). 

Through a phenomenological lens, to nurse is to engage in a particular set of concrete, 

practical activities that are defined by shared meanings and oriented toward particular social 

goals. Practices are learned, and thus shared, patterns of activity that serve to preserve and 

protect cultural goods necessary for quality of life as defined by a particular culture (Kesselring, 

Chesla, & Leonard, 2010). These common meanings and practical activities are often not fully 

articulated, but form the basis for everyday nursing work; they are shaped by the institutions in 

which nurses work, the people and things that nurses care for, the stories by which nurses 

understand their practices, and the constraints and possibilities afforded by available resources 

(Benner, 1996). Thus, the study of the day-to-day activities that absorb a nurse’s time and 

attention and the ways that industry figures into this allows access to what it means to interact 

with industry – for the individual, but also for the collective understanding of ethical nursing 

practice and the goals of healthcare. 
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 This is not to suggest that there exists a single consensual definition of ‘ethical nursing 

practice’ or that the social goals and ‘goods’ of healthcare are not contested. Heidegger explains 

that a self-interpreting being has “grown up both into and in a traditional way of interpreting 

itself” (Heidegger, 1962, p. 20) meaning that from birth, one is socialized into shared, cultural 

and linguistic practices through which one gains an identity. Although able to shape the world 

through action, the human being is “also constrained in the possible ways in which it can 

constitute the world by its language, culture, history, purposes and values” (Leonard, 1989, p. 

44). People can understand the ways in which their culture has interpreted ‘being human’ and 

seek to modify the social practices which constitute those particular interpretations; however, we 

can only do this from within that culture and having grown up amongst these interpretations 

(Dreyfus, 1991). Thus, the key aim of an interpretive project is to describe the range of 

experience associated with a phenomenon and how experiences are shaped by the contexts in 

which they take place. Rather than looking for a modal or typical response, the researcher 

searches for commonalities and differences in the ways that participants relate to the 

phenomenon and patterns of meaning and action. 

Social scientists are often concerned with the socioeconomic and political structures, and 

discourses and ideologies that shape our actions, which seem far beyond the realm of the 

practical, absorbed coping that makes up the “average everydayness” that Heidegger suggests is 

our dominant mode (Heidegger, 1962, p. 69). However, as we go about our engaged, practical 

coping, we are inseparable from and co-constitute the world in which it takes place (Heidegger, 

1962). Phenomenologically, ‘world,’ is the meaningful set of shared relationships, skills and 

practices and language that one is brought up into and non-reflectively takes on as one’s own; it 

makes possible certain ways of relating that make sense within a particular context (Leonard, 
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1989). So, a guiding question for any phenomenological inquiry is: “In what kind of a world 

does this make sense?” The process of interpretation is a way of revealing, or disclosing, what is 

already understood about the world one has grown up into, but is perhaps unarticulated 

(Heidegger, 1962).  

Heidegger proposed that it is disruption, breakdown or conflict, which can provoke a 

shift from the mode of absorbed activity to a more reflexive stance (Dreyfus, 1991; Heidegger, 

1962); one which actively considers the world of structures, actors and ideas in which the 

occurrence presents itself as a disruption. Analysis of an individual’s narratives is a powerful 

way of grasping how an individual is situated within social structures and relationships. 

Narrative accounts of concrete experience point to those structures and actors, which ‘show up’ 

in terms of the individual’s particular concerns. Further, a researcher may use interpretive tools 

to critique discourse and ideology by contrasting narrative accounts of concrete experiences with 

reflective accounts of the same. Zizek (2009) observed, “The experience we have of our lives 

from within, the story we tell ourselves about ourselves in order to account for what we are 

doing, is thus a lie– the truth lies rather outside, in what we do . . . stories we tell ourselves about 

ourselves serve to obfuscate the true ethical dimension of our acts” (p. 40). Here, Zizek (2009) 

refers to reflection, the “story we tell ourselves about ourselves,” as a means to make sense of 

thought and action that can actually obscure ethical concerns that more readily show up in one’s 

concrete actions. When encountering practical activity that disrupts a particular understanding of 

the world, phenomenology can help the researcher reflect as to what kinds of logics, and 

discourses allow for the existence of apparently dissonant experience.  

 Finally, interpretive research is finding a niche within translational science and policy 

implementation (Chesla, 2008). Interpretive findings are useful for articulating how research or 
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policy can be translated into the everyday worlds of those to whom it would be generalized, 

accounting for the contingencies of ‘real life’ that were perhaps unanticipated in the laboratory or 

the conference room. When creating policy or planning for its implementation, interpretive 

research can articulate how stakeholders might experience a given issue or policy and can 

demonstrate the range of experience, which a given policy needs to take into account (Chesla, 

2008). Thus, interpretive phenomenological research can open up possibilities for understanding 

nurse-industry interactions in new ways and for articulating and making visible interactions that 

have been omitted from major policy initiatives. 

Sampling Institutions 

 With a focus on the “average everydayness,” I took as the principal site of my fieldwork 

hospitals where acute care nurses were engaged in practice. As the majority of policy guiding 

clinicians’ interactions with industry exists at the institutional level, I sought to conduct 

fieldwork across different types of hospital policy environments. Whether due to institutional 

isomorphism (DiMaggio & Powell, 1983) – the tendency for institutions to become more 

homogeneous in terms of structure, culture and output – or the lack of discourse or policy 

specifically guiding nurses’ interactions with industry, I experienced little difference in the 

nature of nurse-industry interaction across the sites. By the time I began interviewing at the third 

site, narratives nearly identical to those I had encountered at the first two sites began to surface. 

Thus, in this analysis I have tried to capture the range of experiences occurring in the various 

policy climates, without taking the type of hospital as a unit of analysis.  

I conducted fieldwork at four hospitals in the metropolitan area of a large, western, US 

city (Table 1). I sought to sample a range of institutions that represented different organization 

types and funding models (public, non-profit, for-profit). Using personal and professional 
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networks, I approached 8 different institutions, of which 4 permitted access. I experienced 

considerable difficulty with gaining formal entrée to institutions, which I discuss in detail in 

Chapter 3. I additionally conducted fieldwork at the annual conference of a professional nursing 

organization to explore the ways that Registered Nurses (RNs) interact with industry outside of 

the workplace. I selected the American Association of Critical Care Nurses’ (AACN) National 

Teaching Institute and Critical Care Expo as the conference site as AACN is the largest 

professional nursing organization and represents a clinical specialty with a high rate of 

technology adoption. AACN has more than 100,000 members of which over 8000 attend the 

annual convention. The convention offers participants more than 35 hours of Continuing 

Education credits through concurrent sessions during the conference, and exposure to over 400 

exhibitors of critical care products at the Expo.  

Table 1. Hospital characteristics 

Site Funding  # of 
beds 

# of 
patients/yr 

Magnet 
status 

Revenue Specialties 

#1 Publicly owned and 
operated 

>400 600,000 No Safety net 
hospital; 
75% 
uninsured or 
Medicaid 

Level 1 trauma 
center 

#2 Not-for-profit 
Public university-
affiliated 

650 1,000,000 Yes $1.5 
billion/year 

Ranked 
nationally for 
specialty 
services 

#3 Not-for-profit 
Private university-
affiliated 

475 1,500,000 Yes $2.5 
billion/year 

Ranked 
nationally for 
specialty 
services 

#4 Private, for-profit 
Hospital Corporation 
of America affiliate 

400 150,000 No Not 
disclosed 

Accredited 
specialty 
center 
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Sample and Demographics 

I sought to recruit non-prescribing nurses who had direct and varied experiences 

interacting with medically-related industry in their clinical practice. Most of the research to date 

has examined the interactions between prescribing nurses and the pharmaceutical industry, which 

suggests they are targeted in similar ways to physician prescribers (Grundy et al., 2013). Little is 

known about the industries with which non-prescribing nurses interact, nor the nature of these 

interactions. I also recruited individuals who were not nurses, but who had insight into nurse-

industry interactions such as professionals working in supply chain, administration or industry.  

My final sample was comprised of 72 individuals who participated in 28 formal 

interviews, 4 focus groups, and 23 informal interviews. Forty-nine individuals were enrolled in 

the study via written consent and completed demographic questionnaires (Table 2; see Appendix 

A). Several individuals who did not wish to be identified were interviewed informally (n=23). 

Thus, I did not collect these individuals’ identifying or demographic information.  

Although the majority of the sample was female and white, which is consistent with the 

demographics for RNs nationwide, men and nurses of color were overrepresented in this 

sample.1 In this sample, 16% of the RNs were men and 28% were nurses of color. The majority 

of the sample had a masters-level education (59%), which points to the important role that 

masters-prepared and advanced practice nurses play within hospitals. Many of these nurses do 

not have prescriptive authority, including Clinical Nurse Specialists (CNS), but as explored in 

this dissertation, these nurses are important targets for industry marketing due to their work 

translating evidence into practice, establishing best practices through institutional policy and  

 

                                                
1 In 2010, 90% of RNs in the US were female and 83.2% were white, non-Hispanic (Health 
Resources and Services and Administration HRSA, 2010). 
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Table 2. Participant demographics  

Demographic Site 1 Site 2 Site 3 Site 4 Pilot  Industry TOTAL 

N 10 18 5 8 4 4 49 

% RN 80 94 80 100 100 50 88 

% Female 50 72 80 100 100 75 76 

Mean Age, yrs 
(range; n) 
 

43.65  
(29-51; n=8) 

42.82 
(28-62; n=17) 

48.00 
(35-58; n=5) 

52.29 
(38-64; n=7) 

* * 45.49 
(28-64; 
n=37) 

Race/ 
Ethnicity 

       

% White 60 72 100 63 75 75 71 

% Asian 20 17 0 13 25 0 14 

% Black 10 0 0 0 0 25 4 

% Latino 10 6 0 13 0 0 6 

% Mixed-
race 

0 6 0 0 0 0 2 

% Not 
reported 

0 0 0 13 0 0 2 

Education        

Associates 10 0 20 25 0 * 9 

Bachelors 20 28 20 38 75 * 31 

Masters 60 72 60 38 25 * 58 

Not 
reported 

10 0 0 0 0 * 2 

Job Title      
 

  

Staff 
Nurse 

30 44 20 50 100 0 41 

CNS 20 6 20 38 0 0 14 

Manager 10 33 0 0 0 0 14 

Educator 0 11 20 0 0 0 6 

Infection 
Control 

10 0 0 0 0 0 2 

Admin 20 0 20 0 0 0 6 

Supply 
Chain 

10 6 20 13 0 0 8 

Industry 0 0 0 0 0 100 8 

Note. * indicates data not collected. 
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procedure, ensuring the continuing education and competency of staff, and their control of 

budgets and influence over purchasing and treatment decisions. 

Through purposive sampling, I largely sampled clinicians working in specialties with a 

high rate of technology adoption such as the operating room (OR) and critical care. However, the 

following specialties were also represented in the sample: perioperative, interventional radiology 

and electrophysiology, critical care, general medical/surgical, hematology/oncology/BMT, 

cardiovascular, surgical (orthopedic, cardiovascular/thoracic), emergency, renal dialysis, general 

pediatrics, pediatric oncology, neonatal intensive care, infection control, and outpatient 

(ambulatory care, diabetes, HIV/AIDS). 

Ethical Approval 

 The University of California, San Francisco Committee on Human Research granted 

ethical approval for the study (IRB # 11-06480). I sought IRB approval at each of the hospitals 

where I collected data; these institutions were deemed “not engaged” per federal regulations.2   

Data Collection Strategies 

 Exploring the ‘world’ of a participant that primarily exists in an absorbed, engaged 

practical mode requires a set of research methods that allows access to this active coping. Rather 

than relying on a participant’s reflective account of what they ‘think’ about a given topic, I 

selected research methods that would more closely approach action as it took place. Thus, the 

primary data collection methods were direct observation of nurses’ interactions with industry and 

interviews in which concrete narratives of experiences with industry were solicited. In order to 

capture the breadth of the phenomenon, I conducted focus groups with nurses to understand how 

                                                
2 The Office of for Human Research Protections (OHRP) Guidance on Engagement of 
Institutions in Human Subjects Research, http://www.hhs.gov/ohrp/policy/engage08.html 
paragraphs III.B.(4) and III.B.(5) apply. 
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this topic was taken up in professional contexts and collected documents, including policies, 

articles, photographs, and marketing materials to understand how these interactions were 

represented in and structured through texts (see Table 3).  

Table 3. Data collection summary 

 Interviews (n) Focus groups Fieldwork (hrs) Documents (n) 
Site #1 10 1 (n=4) 32  4 
Site #2 11 2 (n=8; n=5) 30 2 
Site #3 5 0 10 1 
Site #4 4 1 (n=4) 6 1 
Conference 13 0 24 60 
Other* 8 0 0 0 
TOTAL 51 4 102 68 

Note. Data collected outside of the 5 sites included pilot interviews and informal interviews in 
the context of professional conferences where I presented preliminary findings. 
 

Fieldwork. I conducted 102 hours of fieldwork over 5 sites. Most interviews were 

conducted in the clinical spaces in which nurses worked, sometimes in offices tucked away on 

the wards, empty patient rooms, conference rooms and hospital cafeterias. Individuals who 

facilitated entrée to institutions frequently pointed me in the direction of opportunities to observe 

nurse-industry interactions. During interviews, participants referenced specific events, upcoming 

inservices, or day-to-day interactions and assisted me in accessing these as an observer (Table 4). 

During fieldwork, I made shorthand notes if not disruptive to the activities going on (e.g. 

during a meeting where everyone was taking notes, but not in a crowded OR). Afterwards, I 

made detailed notes, noting who was present, interactions that took place, conversations, 

emotions, sensations, and descriptions of the spaces in which the interactions took place.  
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Table 4. Sample of observations. 

Site Description 
1   
 Sales meeting with nurse manager, administrators, sales rep and company engineer to 

discuss purchase of OR integration system  
 Isolation gown inservices with staff nurses hospital-wide delivered by medical device 

sales representative 
 Workshop facilitated by Clinical Strategist from company and sponsored by a second 

company for the purpose of soliciting Emergency Room clinician feedback regarding 
purchasing equipment for new trauma rooms  

 Hospital-wide Value Analysis committee meeting 
 Vendor presentations at Value Analysis subcommittee meeting focused on the 

purchase of new gloves 
 Orthopedic spinal surgery assisted by 4 vendors from 3 companies 
2   
 Meeting of sales representatives and nurse educator; glucometer inservices with staff 

nurses delivered by sales representatives 
 Attendance at OR Value Analysis committee meeting 
 Orthopedic spinal surgery assisted by vendor  
 Cardiac ablation cases observed from the control room of the interventional radiology 

(“cath lab”) department, each assisted by a vendor  
 Children's Hospital Value Analysis committee meeting 
4   

 Bed inservice delivered by the sales representative to group of critical care staff nurses 
NTI   
 Keynote and concurrent sessions, e.g. “Influencing Clinical and Fiscal Outcomes”  
 Philips-sponsored “Distinguished Research Lecture” with catered afternoon snacks 
 Informal drinks with nurse consultant and VP of Marketing and Marketing at high-end 

Italian restaurant paid for by company 
 Covidien-sponsored “Sunrise Session” with full breakfast and physician speaker, 

“Artificial Intensigence: The Merger of Man and Machines in the ICU”  
 Three “ExpoEd” sessions, which are sponsored presentations by clinical experts 

conducted in the trade show booths: 
“Accurate Infusion Data Matters- Integrating Infusion Pump to an EMR” 
presented by Baxter 
“Just Say No to Drugs” presented by Physio-Control 
“Personal Influence in the Pursuit of Excellence” presented by GE 

  Critical Care Expo including perusing products and literature in booths, speaking with 
sales representatives and collecting ‘gifts’ 
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Interviews. I aimed to elicit participants’ concrete narratives – that is, stories with a 

beginning, middle and end – about their experiences interacting with industry (see Appendix B). 

Interviews act as disclosive spaces, which require “an appreciation that the important story lies in 

the practices – rather than in the reflections on those practices, the causes or results of those 

practices, or in some deep self-understanding that has to be unearthed” (Kesselring et al., 2010, 

p. 18). Narrative accounts more closely mirror practical rather than reflective knowledge and 

provide access to participants’ particular concerns and what holds meaning for them (Benner, 

1994). Additionally, the narrative form captures the context and history of an event (Benner et 

al., 2009).  

Participants were recruited via purposive sampling through flyers sent through 

institutional email listservs, direct email contact, and via snowball sampling through networks 

and institutional gatekeepers (n=28 interviews with 29 participants). Others were interviewed 

informally during the course of fieldwork (n=23). Interviews lasted between 15 and 90 minutes 

and were conducted at a time and location that was mutually convenient. The majority of 

interviews were conducted at the participant’s workplace, while a few were conducted by 

telephone or in public spaces. Participants read and signed the consent form and completed the 

demographic questionnaire prior to the beginning of the interview; I ensured that participants had 

no questions prior to beginning. I asked permission to audio record each interview and only did 

so if both written and verbal consent were given. Several individuals who did not wish to be 

identified, nor audio recorded, were interviewed informally (n=23). I disclosed my identity and 

purpose during these interviews and obtained verbal consent; no identifying information was 

recorded. I made detailed field notes about these interactions after the fact.  



 

 

38 

Focus groups. I conducted four focus groups as a supplementary source of data. Unique 

forms of data can be generated through focus groups as the group dynamic can often reveal 

shared assumptions and tacit norms (Kamberelis & Dimitriadis, 2005). Focus groups allow for 

the creation of a natural, everyday communicative context by simulating the work environment; 

create a rich environment for active listening; and allow for the discussion of commonalities and 

differences due to the presence of multiple narrators (Benner, 1994; Kamberelis & Dimitriadis, 

2005). Both the complexity and the shared nature of experience can emerge due to memory 

‘synergy’ through which participants remind one another of similar experiences (Benner, 1996; 

Kamberelis & Dimitriadis, 2005). Further, for discussion of potentially contentious professional 

issues, focus groups mitigate the authority of the researcher, allowing participants to own the 

interview space more so than in an individual interview (Kamberelis & Dimitriadis, 2005).  

At Site #1, I conducted a focus group open to all RNs without prescriptive authority. The 

result was that the group was not particularly homogeneous, consisting of a nurse at the director 

level, a masters-prepared CNS, and two staff nurses with Associate’s degrees. During the course 

of the conversation, the staff nurses often looked to the director to provide answers to their 

concerns or queries about industry interactions. For subsequent focus groups, I aimed to recruit 

advanced practice nurses including those in management roles separately from staff nurses. 

Thus, at Site #2 I conducted one group with 5 nurse managers and another with 8 staff nurses, 

each group representing diverse clinical specialties. I aimed to replicate this strategy at Site #3, 

but unfortunately, only one person presented to each group and I conducted individual interviews 

instead. Through snowball sampling, I was introduced to a critical care staff nurse at Site #4 who 

offered to coordinate a focus group at her home; she recruited 3 other critical care staff nurses. 

When in conversation with colleagues that shared similar practices and responsibilities, nurses 
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could relate to one another’s narratives and could share similar or contrasting experiences more 

readily than in a more diverse group.  

Focus groups were scheduled for 60 minutes and with the exception of the one group that 

was hosted by the participant at home, took place on the hospital campus in a conference room to 

accommodate the nurses’ lunch hour. A catered lunch was served at each group. Participants 

read and signed the consent form and filled out the demographic questionnaire and all questions 

were answered prior to beginning. Focus groups were audio recorded. I acted as the facilitator 

for the focus groups; a graduate student colleague was present at all groups except the one at the 

participant’s home to act as an observer during the focus group. The colleague made notes 

regarding body language, exchanges and emotions.  

Documents and visual materials. Written accounts are regularly produced as part of 

social life, and are integral to social functioning in institutional settings (Hammersley & 

Atkinson, 1983). Thus, I collected those documents referenced during interviews or encountered 

during fieldwork to explore how they reflected social arrangements and structured institutional 

practices. I collected publicly available policies, or was given copies by hospital administrators 

including industry relations, conflict of interest, vendor conduct and contractor management 

policies and was invited to take copies of committee meeting agendas.  

 The most colorful documents I collected were those produced by industry, targeting 

nurses and other end-users. Clinicians brought product prospectuses and marketing materials to 

purchasing committee meetings. I sampled from a number of industry publications including 

magazines, chat rooms, and blogs. At the Critical Care Expo, I spent a number of hours 

wandering the trade show, taking photographs of booths, collecting “freebies” and other printed 

marketing materials. Having registered as a conference participant, I additionally received a great 
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number of marketing materials both before and after the conference in the mail and by email. I 

continue to receive follow-up marketing from conference exhibitors to this day.  

Data Analysis 

A medical transcriptionist transcribed all audio-recordings verbatim. I photographed all 

objects, scanned all documents and imported these and all other photographs, transcripts and 

field notes into NVivo 10 (QSR International Pty Ltd., 2012). Data analysis began 

simultaneously with data collection. The texts analyzed in this study consisted of the transcripts 

from all interviews, field notes taken before and after the interviews, field notes taken during and 

following observations, and documents and photographs collected. The primary objective of 

interpretive analysis is to “understand the context under which the text or dialogue was being 

produced and to bring forth interpretations of meaning” (Laverty, 2003, p. 21).  

As is conventional in interpretive phenomenology, analysis occurred in what is termed 

the hermeneutic circle (Packer, 1989). This involved making explicit both participants’ and 

researchers’ taken for granted understandings, considering these in relation to the whole text, and 

then re-considering them in light of the developing interpretations (Leonard, 1989; Mackey, 

2005). Entrance to the hermeneutic circle is the result of researchers coming to the project with 

some background understanding of the phenomenon and recognizing that this context helped to 

create the research question and guides data collection (Leonard, 1989). Then, through analysis, 

new perspectives and depth of understanding is gained; the whole of the phenomenon is then 

reexamined in the light of these new perspectives. This part-whole strategy continues until the 

researcher is satisfied with the breadth and depth of understanding, however, interpretation is 

understood never to be “finished” (Leonard, 1989). 
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After each interview or observation session, I began interpretive work immediately. For 

each interview, I wrote a global analysis of the text in which lines of inquiry were developed 

from the theoretical background of the study, the specific aims and consistently emerging themes 

(Benner, 1996; Leonard, 1989). From these interpretive statements emerged an interpretive plan. 

With the aid of qualitative analysis software, NVivo 10, I generated a list of 12 codes, each with 

2-10 sub codes, derived from the interpretive statements (see Appendix C). These were used to 

label parts of the text, without abstracting from the data, allowing for easy identification of 

portions of text for further, in-depth analysis (Benner et al., 2009). Additionally, all narratives, or 

concrete stories of a nurse-industry interaction, were marked as such (Benner, 1996). Stories may 

not be related in chronological order or located in the same part of the interview, thus the need 

for use of a labeling strategy to enable analysis of the narrative unit.  

I then proceeded with narrative analysis (within individual cases) and thematic analysis 

(across cases). Narrative analysis consisted of identifying and analyzing the context and 

background of each story, how it unfolded, the emotions and concerns expressed, the outcome 

and the participant’s as well as the researcher’s reflections. Thematic analysis consisted of 

writing analytic memos – a process of consolidating interpretive and theoretical ideas – based on 

the codes generated in the interpretive plan. Smaller memos were written on individual codes; 

these memos were then consolidated into larger memos based on codes that could be grouped 

thematically. For example, a memo on formal processes designed to manage nurse-industry 

interactions included the sub codes: product evaluation committees, vendor credentialing and 

inservices. Through thematic analysis I aimed to articulate broader understandings through the 

process of constant comparison, occurring both across cases and between parts of the texts (e.g. a 

concrete story) and my global understandings, while maintaining that all inconsistencies and 
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discrepancies may not be resolved, but acknowledged (Benner, 1994; 1996). This process 

generated new interpretive questions as I shifted between ‘dwelling’ in the participants’ worlds 

through their narratives and questioning those worlds (Benner, 1994).  

Initial narrative and thematic analysis proceeded to the identification of paradigm cases, 

exemplars and key themes, which were also used as writing tools. Paradigm cases are “strong 

instances of concerns or ways of being in the world, doing a practice, or taking up a project” 

(Benner, 1994, p. 113). They allow for a novel understanding of a nurse’s experience through 

shifts of understanding on part of the researcher. Practical lived worlds are contrasted and 

comparisons are drawn, preventing the researcher from moving too quickly into theoretical terms 

(Benner, 1994). I examined exemplars to explore the range of examples of nurses' interactions 

with industry in their clinical practice. Exemplars substitute for operational definitions; it is 

through taking up these examples that understanding is deepened, commonalities and differences 

are demonstrated and the range of possible experiences is grasped (Benner, 1994; 1996). The 

thematic analysis allowed for the grouping of findings into chapters and a discussion of global 

understandings and theoretical insights.   

 Content analysis. I catalogued the marketing materials received before, during and after 

the Critical Care Expo and performed a content analysis using an author-generated content 

analysis form (see Appendix D). I created a 38-item, semi-structured content analysis instrument 

to assess the marketing’s format, source (type of company) and time of receipt; to assess the 

marketing’s purpose, themes and strategies; and to describe key images and overall impressions. 

The instrument was piloted with a random sample of 10% by two coders. Then, two coders 

coded a random sample of 20, individually. Percent agreement was calculated as a measure of 

interrater reliability for the 30 structured items, which ranged from 60-100%. On one item, the 
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percent agreement was 60%; on 3 items, 65-75%; and on the remainder, 85% and above. The 

average percent agreement was 90.67%. One coder coded the remaining items. Frequencies and 

descriptive statistics were calculated using SPSS (IBM Corp, 2012) and thematic analysis was 

performed where appropriate. 

Rigor and Reflexivity 

 Rigor in phenomenological work “may be achieved through use of reflexivity, the 

construction of texts that are credible to the experience and that can be understood by insiders 

and outsiders, coherence of research conclusions that reflect the complexity of the situation, and 

lack of deception” (Laverty, 2003, p. 23). Interpretation is never subject to objective verification 

as if it were a factual account of a phenomenon; instead, understandings can be tested as 

plausible and may even open up possibilities in terms of actions or self-understandings for those 

who are similarly situated (Addison, 1989; Leonard, 1989). Although individuals take up 

understanding in personalized ways, these understandings are neither completely relative nor 

infinitely variable (Leonard, 1989). It was my intention to present thick descriptions and 

sufficient data to allow the reader to assess the plausibility of the experiences as presented 

(Leonard, 1989). 

 I employed several strategies throughout the project to remain reflexive and open to the 

worlds that I encountered including the use of focus groups as a data collection strategy, the use 

of a reflective diary and participation in an analytic group. The multiple perspectives present in 

focus groups allow for the presence of multiple narrators and interviewers, helping the researcher 

to work against premature consolidation of understanding and enabling an understanding of 

interpretation as provisional (Kamberelis & Dimitriadis, 2005). I used a reflective diary in the 

form of memos to document my initial understandings and preconceptions, shifts in 
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understanding, puzzles, surprises, and questions. The analytic group – a group of doctoral 

students and our faculty adviser all working in interpretive research – met biweekly to give 

feedback on one another’s work in progress, provide alternative perspectives on analysis and 

allow space for developing understandings to be discussed and debated.  

Limitations  

Phenomenological research is not intended to produce statistically generalizable results, 

but to identify, explore, and articulate aspects of an understudied phenomenon. Qualitative 

research is not suited to hypothesis testing, but these findings could be used to generate testable 

hypotheses for future work. Further research is required to ascertain the prevalence of RN 

relationships with industry; to provide comparisons among specialties and work settings; and to 

measure the degree of influence that these relationships may exert on nursing practice.  

The perspectives and experiences shared by participants may not be representative of all 

nurses in clinical practice nor their interactions with industry. The not-for-profit, private, 

community (non-academic) hospital is not represented in this sample. This is arguably the most 

common type of hospital and the ways that nurses interact with industry may differ in this type 

of institution. To my knowledge, no one has compared the stringency of conflict of interest 

policies between academic and non-academic medical centers. However, academic medical 

centers are recognized as leaders in implementing conflict of interest policy (Rothman & 

Chimonas, 2010), and thus tend to have stricter requirements around the types of industry 

interactions that are permitted and their disclosure. Since two of the four institutions sampled 

were academic medical centers, the kinds of industry interactions described herein occurred in 

the presence of what is generally believed to be restrictive policy.  
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Due to purposive sampling, clinicians working in specialties with a high rate of 

technology adoption such as perioperative and critical care were overrepresented in this study. 

Nurses working in specialties such as neonatology, pediatrics and outpatient settings reported 

interacting with industries including infant formula, pharmaceutical and nutrition on a day-to-day 

basis. Because I experienced data saturation in other areas – namely, nurses’ interactions with the 

medical device and health technology industries in adult, inpatient settings – they are the focus of 

this dissertation.  

The use of focus groups was intended to mitigate the sometimes-controversial nature of 

issues to be discussed by mimicking the professional work setting and to create dialogue among 

colleagues. As relations with industry is an emerging professional issue, the social and 

professional norms around such interactions are far from established; my aim was to begin to 

explore existing norms through interaction within a professional group. At the two private 

institutions (Sites #3 and 4), my ability to recruit participants for focus groups was either 

seriously restricted or not permitted through institutional channels, resulting in the inability to 

conduct focus groups at Site #3. Similarly, at Sites #3 and #4, the administration referred key 

informants to the study. Although participation remained voluntary, I may have missed key 

perspectives at these institutions where work with industry was not as visible to administrators or 

those whose views were not aligned with administrators. Snowball sampling helped to mitigate 

this limitation – nurses referred me to their nursing and supply chain colleagues, one referral 

resulting in the coordination of a focus group at a participant’s home.  

Despite these limitations, this is the first study to explore the day-to-day interactions 

between non-prescribing RNs and the multiple industries that they encounter in their clinical 
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practice. This work takes into account the environments in which nurses work and the policies 

and institutional practices shaping their industry interactions.  

Methodological Reflections 

 A key assumption of interpretive phenomenology is that people are historically situated 

and thus, both the participant and the researcher possess a “world” from which they approach a 

project with some prior understanding (Benner, 1996; Leonard, 1989). To maintain openness 

throughout the research process and to ensure the integrity of interpretive findings, it is necessary 

that the researcher identify her “preunderstandings” and the ways they might shape the 

interpretive account (Benner, 1996). In positioning myself, the interpretive account may then be 

evaluated in light of my particular identities, experiences and social context.  

 I am demographically similar to the majority of the study participants in that I am a 

white, female RN, though my age positioned me as a relative novice compared to many of the 

expert nurses whom I interviewed. As an RN, I shared a professional socialization, language and 

experiences, which facilitated entrée, rapport and baseline understandings. However, having 

practiced exclusively outside of the hospital setting, I was able to approach many participants 

with a naiveté that required that they fully explain and describe their particular experiences. My 

clinical practice at the San Francisco Sobering Center, publicly funded and operated by the 

Department of Public Health, is not permeated in the same ways with industry interactions as 

described by the study participants. At the Critical Care Expo, if I was approached by a sales 

representative looking to discuss his project while I was taking a few moments to write field 

notes, all I had to do was to describe my work with chronically homeless alcoholics and our 

extremely low resource setting to have the sales rep end the conversation abruptly. Having been 

raised and educated in Canada, I further approached the entire context of the project – the US 
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healthcare system – as a foreigner. Like many Canadians (Canadian Health Coalition, 2011), I 

believe that healthcare is a right and that this right is best ensured through a universal, publicly 

funded healthcare system. Thus, the corporatization of the US healthcare system and its 

existence as an industry in its own right did not represent the status quo to me.   

Benner (1994) suggested that a researcher needs to develop a set of coping skills and 

personal knowledge through the research process in order that his or her preunderstandings are 

engaged and placed in dialogue with the interpretive account, so as not to close the researcher to 

interpretive possibilities. Throughout this project, I encountered several challenging and thought 

provoking aspects of the research process. In the following sections, I reflect on these 

methodological challenges, the ways in which I was engaged as a researcher, and how research 

methods and processes might be adapted for similar inquiries in the future. Specifically, I discuss 

the discord caused by offering participant incentives in the context of discussing the ethics of 

receiving gifts and the ethics of receiving gifts from industry as a participant observer. 

Discussing Free Lunch Over Free Lunch 

In my IRB application, I stipulated that participants would be given a “payment” (to 

offset time or inconvenience or to incentivize a participant (The Committee on Human Research, 

n.d.)) in the form of a $10 coffee gift card for each interview completed. Given that my 

participants were well-paid professionals, this was by no means “payment” for their time, but 

was offered as a token of my appreciation for their willingness to share their insights and 

experiences. Offering some sort of payment is standard for clinical research, though the amount 

varies widely (Grady, Dickert, Jawetz, & Gensler, 2005), and is known to be effective for 

increasing participation in survey research even at small amounts (Griffin et al., 2011).  

However, beginning with my pilot interviews, a significant number of participants 
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refused the gift card, some reacting with discomfort to the gesture. Although stated in the 

consent form, after an interview in which we discussed the receipt of payments and gifts from 

industry and the ethics of such practices, many participants seemed surprised and uncomfortable 

at the prospect of receiving a ‘payment.’ One of my pilot participants, an infection control nurse 

at a public hospital, expressed strong feelings about industry interactions, though as part of her 

job she was required to interact with industry daily. She had an elaborate system of boundaries 

with which she vigilantly managed these interactions, including never accepting food, gifts, or 

anything in exchange for her time. We wrapped up the interview somewhat abruptly as someone 

required her attention. When I handed her the note card and gift card in front of this colleague, 

she recoiled from me. She accepted the card, but it left me feeling somewhat uncomfortable as if 

I had crossed some of the very boundaries she had described within her industry interactions. 

 As this kind of interaction continued to recur throughout fieldwork at the first two sites 

(both public institutions), I modified my approach by hiding the gift card inside of a note card.  

This was largely to avoid my own feelings of discomfort arising from crossing a tacit boundary, 

and conflating this practice with the gifts participants reported receiving from industry. In 

contrast, a sales rep that I shadowed seemed particularly surprised by the gesture and I actually 

received a ‘thank you’ email for the ‘thank you’ coffee card the next day. The catered focus 

group provided a ‘payment’ in another form: one participant subtly declined to eat during the 

catered focus group, without appearing to judge the participation of the others, and also politely 

refused the thank you card. This nurse was an administrator – the director of several clinical 

areas that saw a great deal of industry traffic and I wondered if her decision to not eat or accept a 

gift came from a greater awareness of hospital policy or whether this represented her personal 

“rules of engagement” that she had applied very broadly to ensure ethical interactions of all 
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kinds (see Chapter 5).  

This caused me to reflect on the problem of discussing the ethics of free lunch over free 

lunch. I experienced this as disturbingly similar to what participants described as industry 

“renting my brain” when they received candy and pens during an industry-sponsored event. That 

said, this was information exchange in the opposite direction: the ‘payment’ was in exchange for 

their insights, not in exchange for listening to mine. The literature scrutinizing the practice of 

providing incentives for research participants in low-risk survey research largely focuses on 

concerns of “undue influence” over the decision to participate in research, though research 

evidence does not support this concern (Singer & Bossarte, 2006; Singer & Couper, 2008). 

Paying for participation as a standard research practice imported from biomedicine, and 

particularly in the form of a gift card to a major multinational corporation, in retrospect, was 

incommensurate with my population, and the phenomenon of study. Nurses are socialized not to 

receive gifts from patients as individuals; we are encouraged to accept gifts only on behalf of the 

staff. As the receipt of payments and gifts from industry was problematized through the course of 

the interviews and focus groups, this was an additional source of dissonance for both the 

participants and myself. In the context of qualitative research where relationships are developed 

over time and the researcher and participant come to new understandings together, the concept of  

‘payment’ is perhaps misplaced. Instead, a thank you card, or similar gesture that is typical 

within collegial-type relationships, might be more appropriate. 

Eating the Free Food 

 Having been immersed in the literature on the effects of receiving gifts from industry 

(Dana & Loewenstein, 2003; Katz, Caplan, & Merz, 2010; Oldani, 2004; Wazana, 2000), it was 

with some trepidation that I encountered gift giving in the course of fieldwork as a participant 
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observer. Understanding that even gifts of nominal value exert powerful and subconscious 

influence over perceptions and behaviors (Dana & Loewenstein, 2003), I was unsure how 

partaking in sponsored food or collecting conference giveaways might affect my understanding 

of the experience. Further, I was conscious of the fact that accepting food or gifts was in 

violation of all the policies I had collected and studied. Yet as a participant observer, I did not 

want to appear judgmental of the practice or to alter the interactions I attempted to observe by 

acting outside of the social norm.   

 In cases where food was offered to everyone present, I decided to participate. This 

included accepting a boxed lunch from the sales representatives sponsoring the trauma room 

staging workshop at Site #1; partaking of a full-service, hot breakfast during a conference 

“Sunrise Session” sponsored by Covidien; and yielding to the insistence of my tablemate to “go 

and get some snacks” at the Philips-sponsored “Distinguished Research Lecture” at NTI. 

However, when I was invited by a participant to join him for dinner with the marketing 

professionals from the company for which he consulted, I accepted the invitation, but attempted 

to discreetly decline food or drink. Upon arriving at the high-end Italian restaurant the sales 

representative, in lovely heels, jewelry and a dress, hugged the nurse consultant and warmly 

greeted myself and the other nurse. She swept us straight to the bar and would have liked us all 

to have martinis, referencing the martinis that she and the consultant had shared the last time 

they had been together and the fun they had had. To her disappointment and to my advantage, 

the other nurse also declined her offer, though she instantly backed off and continued to engage 

us in personal small talk. We spent over an hour at the bar waiting for a table, during which time 

the VP of Marketing and their pharmacist consultant joined us. When it came time to move to the 

dinner table, I made a break for it, begging off family commitments, which they readily accepted 



 

 

51 

having already asked all about my personal life. The late hour aside, I had the feeling of being 

implicated too personally in this practice and as I hoped to interview these marketing 

professionals, did not want the interview influenced by feelings of reciprocity on my part should 

I be treated to dinner. I parted with an interview arranged and it was only the nurse consultant 

who was particularly sorry that I could not stay to enjoy the meal.   

During all of these encounters with gifts, however, I marveled at the strength of the 

feelings of discomfort I experienced and the dilemma they posed. During the Critical Care Expo, 

I wandered booth-to-booth collecting whatever “freebie” was offered as part of my data 

collection strategy. After only a handful of stops, I began to feel very uncomfortable to the point 

of physical discomfort, a pit in my stomach and a looming sense of anxiety. At one booth they 

offered a critical care flipbook (you could also get a foot massage) in exchange for completing a 

survey. Although I introduced myself as a PhD student and stated the purpose of my research 

project and that I did not use the securement device in question, the sales rep answered the 

survey questions for me asking, “You use tape? You can still fill out the survey.” Following this 

encounter, I felt completely disingenuous about taking branded squishy eyeballs and yoyos – in 

essence, gifts that were not intended for me. Although I never acted covertly, I felt a sense of 

guilt that I was accepting these tokens meant for others. Consistent with anthropological 

research, gift exchange is deeply tied to social norms such as reciprocity, prompting feelings of 

indebtedness and the urge to act in return (Katz et al., 2010; Oldani, 2004). I reflected that if I 

could have such powerful negative feelings including physical sensation from accepting a cheap, 

plastic stress ball, what other powerful feelings could these gifts engender?  

 These reflections on the gift economy and reciprocity in the context of qualitative 

research are intended to stimulate methodological conversations. Future work might further these 
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aspects of the research process and how they impact participant relationships, the role of a 

participant observer, and the study of phenomena around which social norms are yet to fully 

emerge.  
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 Chapter 2 

Becoming a “Local Species” 

Ashley was a nurse educator at a public academic teaching hospital. Formerly a staff 

nurse on a transplant unit, she recalled her time on the floors when sales representatives would 

stop by on a moment’s notice to teach the nurses how to use a new product, or leave pizza in the 

break room. She was now heavily involved in implementing the hospital’s new electronic health 

record (EHR) and experienced an entirely different relationship with industry. She explained that 

before, on the transplant units, sales representatives 

Come in, they interrupt our day, they teach us something, and then they leave. They take 

up our time to talk to one another at staff meetings – and they leave. And so as much as 

we’re interested to learn, they’re an invasive species, rather than a local species. Whereas 

for me, all this time we’re working with [the EHR] vendor has made it a less 

uncomfortable relationship. There’s, again, collaboration. You have to work together to 

get to the end point. 

For Ashley, the free lunches and frequent interruptions made interacting with sales 

representatives disruptive and uncomfortable. In her current role, however, her relationships with 

industry representatives felt nothing like marketing, but instead were collaborative, a natural 

addition to a well-functioning team, sharing the mutual goal of successfully implementing a new 

EHR.  

Through the course of my explorations I came to understand that certain nurse-industry 

interactions “counted” as industry interactions, such as the classic cold call or pharmaceutical 

company-sponsored drug dinner, and that others, largely those that had undergone a process of 

formalization, had become something else. Consequently, industry representatives became a 
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“local species” as they increasingly aligned marketing strategies with nursing interests and 

became familiar fixtures in the clinical setting and often essential to its functioning.  

 This daily, familiar presence, however, was not entirely comfortable for either the sales 

reps or the clinicians. Burt, a Supply Chain Director, aptly characterized the tensions of 

possessing a high degree of familiarity, and belonging and yet still, not being “part of the 

family”:  

Usually what happens is, the industry, they get comfortable. They come in the same place 

every day: “Good morning, good morning, how you doing?” They have a cup of coffee. 

They know where everything in the room is . . . And it’s hard for the vendor, because 

they’ve started to feel like they’re part of the family. But even when you’re a long-term 

guest at your in-laws’, they can make you feel at home, but you know – once your dog 

jumps up on their couch – it’s their couch. “Get that dog off my – this is not your house.” 

Burt suggested that an element of “invasiveness” remained even for sales reps who were working 

in the hospital on a daily basis. Nurses too suggested that formal policies and procedures were 

not entirely effective at addressing the marketing facets of industry interactions and that ‘insider’ 

status or institutional credibility was used in the service of increasing sales volume, sometimes at 

the expense of patients’ or the institutions’ interests. 

I spoke by phone with Mary, the nurse manager for an orthopedic surgery unit at a public 

teaching hospital, discussing my request for a letter of support for my research project. I had 

spent the past several months conducting fieldwork at a public hospital: observing vendors 

supporting cases in the Operating Room (OR), shadowing a sales representative performing 

product inservices, and attending sales meetings with a nurse manager. Mary asked, “What are 

you looking at? Like vendors coming to the unit to try and get us to change our brands?” I 
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explained that I was interested in “any and all” industry interactions. She jumped back in to 

explain, “This really doesn’t happen here,” citing their policy that prevents vendors from “just 

coming onto the units.” Instead, “They have to have an appointment, and they have to wear a 

badge.” She continued, emphasizing, “Vendors are not even allowed to talk to me.” Rather, “The 

hospital has a Value Analysis committee whereby a representative staff nurse participates in 

purchasing decisions and votes on products presented by vendors.” She explained, “If a vendor 

comes up to talk to me, I send them right back down” to the Materials Department. For Mary, 

interactions with industry did not occur – or they were not considered such – because they took 

place within the context of institutional structures like committees, or were addressed by formal 

procedures like having an appointment.  

Over the course of 9 months I struggled to gain entrée to hospitals, frequently coming up 

against the assertion: “Nurses do not interact with vendors here.” In my correspondence with 

hospital administrators, they suggested that due to the presence of “formal structures” I would be 

better served by hospitals without such policies. However, like Mary, many had pointed to 

specific nurse-industry interactions including those with vendors in clinical spaces on an 

appointment basis; those in the context of structured purchasing committees; and those in the 

course of contracted inservice education.   

These kinds of formal structures were often the first topic of discussion in the interviews 

I conducted. Participants stressed, “We don’t take cold calls” and pointed to the implementation 

of various vendor interaction policies that they perceived had dramatically decreased the 

frequency of industry interactions. Betty, an Assistant Nurse Manager at a public teaching 

hospital, explained, “Interactions have decreased with the tighter regulations for sure. We don’t 

have people just dropping in and introducing themselves and pitching whatever it is that’s in 
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their case.” I encountered widespread narratives suggesting that regulations had “tightened up” 

the nature of interactions and ultimately, that administrators had “made sure that vendors weren’t 

having any influence.” However, for the remainder of these interviews, participants would 

recount numerous, richly detailed narratives about their day-to-day interactions with sales reps. 

In this chapter, I aim to explore the processes by which certain nurse-industry interactions 

have undergone this transformation and have become effectively built into the normal, and vital, 

day-to-day functioning of the hospital as an institution. Three formalized processes through 

which this transformation occurs are: 1) vendor credentialing and identification mechanisms, 

which aim to control the traffic of sales reps in clinical spaces and reduce hospital liability; 2) 

structured purchasing, or “Value Analysis,” committees, comprised of clinicians and supply 

chain professionals, aiming to evaluate products for purchase in a way that is both clinically and 

fiscally responsible; and 3) contracted product inservices, by which sales representatives 

introduce to and train staff nurses on the use of new equipment and devices. I will show how 

these formal structures have caused a blending of marketing interactions with other institutional 

activities so that nurses are common subjects of this contact, but in ways such that the interaction 

is experienced as more ethically neutral than the traditional cold call or sales “spiel” and even as 

legitimate and essential institutional practices. 

Vendor Credentialing and Identification 

 Aries is a young, fast-talking, dynamic administrator at a county hospital. I met with him 

in his cupboard of an office, the windows, in lieu of curtains, papered in children’s drawings 

from the volunteer program for which he is responsible. Still in his twenties, he quickly rose 

within the hospital administration and was offered the Department of Materials Management 

when its director retired. Describing the department’s culture at the time he was hired as “old 
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school,” Aries explained that “There were a lot of things that [were] just kind of hinky with what 

was going on” in terms of who had the authority to initiate a purchasing request and the lack of 

transparency throughout the purchasing process. Part of the problem, he discovered, was that 

sales representatives often initiated the requests, using the purchasing committee meetings as a 

forum for presenting their “newest wares.” Some vendors pursued nurse committee members in 

their clinical workspaces, “traipsing up and down the hallways.” One of Aries’ first priorities in 

revamping the hospital’s vendor interaction policies was to ask, “Okay, how do we tie that up a 

little bit . . . get it a little tighter?” By ‘tighter,’ Aries was referring to two areas of ‘risk’:  

One is patient safety . . . we should know who’s in our building, who’s on our units and 

near patients, in patient areas whenever they’re there. So identifying [sales 

representatives]. The other piece was just a waste of time – of nursing time and staff time, 

physicians’ time, just like, folks coming up and down [the hallways] trying to sell you 

something.  

As part of this policy, Aries implemented a vendor credentialing system whereby vendors 

registered with the materials management department and had to check-in to an electronic 

system at every visit, obtaining a temporary badge that they were mandated to wear for the 

duration of their specific appointment. 

Participants in administrative roles identified addressing this first level of risk – that 

related to patient safety, and in turn hospital liability – as a priority. Cassie, an OR nurse 

educator at a private academic teaching hospital explained, 

My biggest concern – I was on a rant for years – was we require all of our staff to be 

immunized, and then we had these people coming off the street, and god knows what 

they were . . . The other thing is there’s been reports in the country of some of these 
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vendor people – because they’re not necessarily screened by their companies being 

pedophiles – having criminal records, all sorts of stuff . . . the patients don’t necessarily 

know, nor the staff. 

Across the hospital sector, administrators are implementing mechanisms to ensure that vendors 

are identified when they access clinical spaces and that they are compliant with the same health, 

safety and privacy standards required of hospital employees (Vesely, 2013). All four hospitals I 

visited had implemented a vendor credentialing system and this was something that participants 

readily pointed to in asserting that industry interactions had decreased since its implementation. 

The Joint Commission on Accreditation of Healthcare Organizations (JCAHO) requires that 

hospitals identify people entering their facility along with their purpose, but leaves it up to 

hospitals to determine the mechanism (The Joint Commission, 2009).  

A promotional video on VCS [Vendor Credentialing Service] Database’s website, one of 

the 3 major vendor credentialing companies, suggests that without their credentialing mechanism, 

a hospital administrator will have great difficulty determining whether vendors fall into a “local” 

or “invasive” category (Vendor credentialing service, 2011) (Figure 1.). The promotional video 

opens with a narrator posing the question, “Would you like to know for sure that every vendor 

who walks through your doors is supposed to be there?” Text floats behind a parade of red 

smiling playing pieces waddling through the hospital doors with question marks covering their 

bodies: “Hospital vendors . . .Who Belongs? How Can You Tell?” Referencing the playing 

pieces with furrowed brows in prison stripes (the “Felon”), in orange (“No Appointment”) and in 

purple, “TB,” that are streaming through the hospital doors, the narrator asserts, “You don’t want 

this person wandering around,” suggesting that “invasive species” inherently pose a high level of 

security, health and safety risk to the “local” community. Sales representatives register with 
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these systems, the credentialing companies charging a per vendor fee,3 by verifying among other 

things that they have a background check, proper vaccinations and TB clearance, have signed 

confidentiality agreements and completed numerous trainings including privacy and protection 

from blood borne pathogens. Some hospitals also require that a sales rep sign off that they have 

read and agreed to the hospital’s vendor interaction policy. Certain individuals in the hospital 

have the authority to register a vendor and make an appointment, including nurse educators, 

managers, and clinical nurse specialists (CNS). 

Figure 1. VCS promotional video 

 

Figure 1 Screenshot from “VCS Vendor Credentialing Services,” by VCS/Symplr (Producer), 
2011, available from https://vcsdatabase.com/vcs.php. Copyright 2011 by VCS/Symplr 
Reprinted with permission. 
 

 
                                                
3 This fee may be passed onto individual sales representatives, hired as contractors, or treated as 
a business expense and covered by the company. An individual sales representative might have 
to register with multiple companies every year depending upon the size of their territory and the 
number of hospitals they are expected to cover, as each hospital might use different software. 
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Tightening Up 

As Aries pointed out, there are two layers of risk that this assemblage of identification 

mechanisms is meant to address. While the administration was concerned with risk management 

in the liability sense, those working on the frontline spoke of this system as the principal strategy 

for “controlling access” to the institution. The ostensible intent of these mechanisms was to cut 

down on “cold calls,” ensure the identification of everyone in the building, and protect the 

clinicians within from marketing and its potential influence. This served to create a boundary 

between those who were legitimately in clinical spaces and those who were experienced as 

invasive. Matthew, a nurse educator at an academic teaching hospital explained that  

Any person who’s not an employee, who needs something and is going to be wandering 

around, but they’re not a family visitor or anything, needs to be registered through our 

security office. Especially reps. We can’t have just reps walking in off the street and 

going up to a unit and start talking to people. 

When asked what the key concern was that prompted the need for registration (given that some 

critics of this approach have responded that many patients and their visitors are unvaccinated 

felons (Boone, 2009)), he echoed Aries’ concerns: “They could just come in and start selling a 

product or talking about a product or actually doing their own sort of study on something – who 

knows?” Participants characterized the new registration and identification requirements as an 

attempt to gain some control over vendors’ ability to access clinicians. They characterized sales 

representatives as “these people coming off the street, and god knows what they were,” or as 

having a somewhat wild or rogue nature by “trolling the ICUs or other units,” and “wandering 

around.” Sales representatives were thus, by nature, an invasive species, whose behaviors were 

interpreted as purposeless and even dangerous if not subject to institutional controls.  
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These policies were intended not only to decrease the frequency of industry interactions, 

but also to control the perceived purposelessness of “wandering” or “trolling.” As Mathew put it, 

the registration system ensured that reps were “legit to be walking around,” suggesting an 

institutionally-sanctioned purpose. Mary, the nurse manager, attributed the perceived absence of 

nurse-industry interactions to the fact that “vendors can only come to the units with an 

appointment and badge.” Thus, a sales representative with a badge and an appointment possessed 

an authority and a legitimacy that elevated him or her above the base nature of the marketing 

professional, so much so that Mary no longer labeled interactions with these institutionally-

sanctioned individuals as an interaction with industry. The hospital-issued temporary 

identification badge seemingly neutralized the threat from the vendor’s marketing purposes. 

Having an appointment suggested that the vendor was present, not for his or her own purposes, 

but on institutional business, their goals aligned with the hospital’s for the duration of the visit.   

Wearing the Red Hat 

In areas with high vendor traffic such as the operating room (OR) or interventional 

radiology cath labs where there is a rapid rate of new technology adoption, vendors assisted with 

procedures every day of the week. Vendors in these areas were frequently required to wear 

additional identification to make them “stand out.” Invariably young and good-looking, suitcase 

in tow, these vendors were at the hospital on a daily basis, and exhibited “localness” in knowing 

their way around the institution and being familiar to staff. Yet they were also foreign in that 

they were not granted the same privileges as clinicians or clinical visitors. Cassie, an OR nurse 

educator explained, “We’ll have a cast of thousands in our rooms. You have residents and interns 

and medical students and observers and things like that. It gets overwhelming for our nursing 

staff to know who’s who.” The OR is a space in which everyone dons hospital-issued scrubs, 
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masks, shoe covers, and surgical caps – a transformation into a standardized costume, the 

uniform of a highly restricted clinical space – where the only identifying features are the eyes 

peering over the mask and an ID badge. And once the sterile gowns are donned, even the badges 

are covered. At Cassie’s hospital they had devised a system whereby vendors could be instantly 

identified: vendors were required to wear red bouffant surgical hats. This differentiated the 

vendors from the visitors, who sported green hats and although not permitted to engage in patient 

care, might have access to the medical record; those engaged in caring for the patient, the 

clinicians, wore the blue hats. At other hospitals, vendors were made to don bright red scrubs, or 

surgical hats patterned in pediatric motifs: poodles, palm trees and monkeys. Because 

identification mechanisms allowed for instant classification of personnel into their respective 

roles, it allowed for surveillance of access and activities. However, the very fact that sales reps 

were included within this classificatory system at all suggested that they belonged within the 

community of practice. 

While a system of classifying and identifying vendors served to sanction vendor presence 

and activities on the one hand, vendors also experienced it as discriminatory by labeling them as 

“outsiders,” subject to enhanced surveillance. Exhibiting the tension between feeling like a local, 

yet being designated as foreign, vendors seemed to resist these requirements. Participants 

reported that sales reps often stalled in changing into their red scrubs, swapped out the colored 

hat for a plain one, or changed back into their own set of scrubs as soon as they were outside of 

the OR. One vendor told me about the OR staff at another hospital who, in an act of collective 

resistance, unanimously donned the colored hats intended for vendors when the new vendor 

identification policy was implemented. Thus, the underlying resistance, on part of both hospital 

staff and sales reps, to these identification practices seems to be to the categorization itself. 
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Creating Legitimacy 

Effectively, vendor credentialing and identification mechanisms provided an institutional 

endorsement for the vendor’s presence in the eyes of clinicians and legitimated their activity as 

hospital business. Frontline staff understood that a vendor had to be sponsored by a clinician to 

obtain a badge, and thus assumed that a sales representative presenting a badge was present at 

the request of a colleague or authority figure. Nurse managers, in particular, were well versed in 

what sales representatives were “supposed to” do when they visited the hospital: 

Any time any vendor is supposed to come into the hospital, they’re supposed to be 

affiliated with somebody from the hospital . . . So everybody who’s supposed to come in 

is supposed to have a badge – that says who they’re supposed to come in with, and it’s 

supposed to help eliminate the random people coming off of the street to pitch their latest 

device or service or whatever it is. 

Yet, the emphasis on what sales reps were “supposed to” do, suggested that this was not always 

the case in practice. Joel, an ICU nurse manager at an academic teaching hospital explained,  

They’re not supposed to be anywhere in the hospital without our [vendor credentialing] 

program, which is they check in through security, get their badge, their paper badge. But 

still, somehow or another they still manage to come up here anyways without that process. 

Thus, once through the door, the sticker badge gave vendors a day pass to the hospital; once their 

official appointment was finished, they could move freely about the hospital and drop in on 

whomever, as they bore the institution’s mark of legitimacy.  

Despite the reassurances provided by having a vendor credentialing system in terms of 

liability, frontline staff thus experienced the system as fallible. The experience of a dual reality – 

what was “supposed to” happen versus what did happen – created an underlying exasperation 
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with the fact that sales reps “just don’t play by the rules.” So while participants asserted the 

presence of a policy and thoroughly described all that a rep was “supposed to do,” there was also 

full recognition that as one nurse stated, “they’re reps,” as if referencing some essential nature, 

and thus, did not recognize these “rules.” Compliance with the rules served to differentiate those 

sales reps who were experienced as members of the healthcare team and those who were the 

“invasive species.”  

Thus, if it was believed that industry interactions “don’t happen here” due to restrictive 

vendor interaction policy, then if a vendor was present and wearing institutional ID, they were 

“supposed” to be there and had a legitimate purpose. Because this purpose was seemingly 

aligned with that of the institution, the vendor’s presence was understood to constitute something 

other than a marketing interaction. For a vendor to enter the hospital, he or she required an 

invitation from a clinician, thus it was more important than ever, due to these restrictions, for 

industry to create the perception that their purposes were aligned with that of clinician 

gatekeepers – who were frequently nurses.  

Structured Committees: “Value Analysis” 

 One participant characterized the process known by a variety of names including “Value 

Analysis,” “Product Evaluation,” or “Value-Added Committees,” as  

Using direct care providers to evaluate new products and talk about fiscal responsibility 

and work with our financial folks to make an argument for something, but also to 

evaluate financially as well as medically whether something cool is good enough.  

The Value Analysis process aims to bring together clinicians and supply chain professionals to 

ensure that cost-cutting decisions around the purchase of products, equipment and supplies do 

not compromise the safety or quality of care, and that the purchase of medically innovative 
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products is made in a fiscally responsible manner. Implemented in a variety of ways, Value 

Analysis committees are often department-specific for areas with a high rate of new technology 

adoption such as the cath lab or OR, or housewide for products related to nursing care. While 

often chaired by a supply chain manager, increasingly these committees are co-chaired by a 

nurse and a supply chain professional, or as occurred at the private, for-profit hospital I visited, 

supply chain management companies hire nurses as “clinical resource directors” who are 

responsible for driving the Value Analysis process. Meeting monthly, committees vet new 

product requests from physicians, Clinical Nurse Specialists (CNS), nurse managers, sales 

representatives and other end-users, deciding whether to authorize a trial of a new product, and if 

successfully trialed, to recommend its purchase.  

Nurses, as clinicians who could initiate new product requests, or as standing committee 

members, were key targets for sales representatives. An article in an industry publication 

Medical Device and Diagnostic Industry News (MD+DI) suggested medical device 

representatives who understood and responded to the “current and evolving role of VACs [Value 

Analysis Committees] will have a market advantage” (Saadi, Ferko, Ehrhardt, & Grima, 2013). 

Key information that sales reps should obtain included “VAC membership composition . . . 

opportunities for formal and informal presentation of data and product value proposition, and 

opportunities for formal and informal dialogue with VAC members” (Saadi et al., 2013).  

The Value Analysis process was designed as a funnel for all interest in purchasing, 

trialing or even sampling new products, equipment or supplies, with the expectation being that 

the interest in a new product was sparked outside of this process. Thus, it was up to individual 

clinicians to keep abreast of new developments in their clinical area, or more commonly, to 

manage the sales interactions whereby sales reps attempted to apprise them of new products. 
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Then, the interest inspired or influenced by marketing was funneled through an essentially 

neutralizing process whereby decisions, experienced as objective and collective, could be made 

according to clinical and fiscal values. Thus, what was formerly a cold call was now an essential 

step in an institutionally established process.  

Marketing became obscured through this process, existing for the individual clinician 

during the interaction with the sales rep, wherein reps attempted to initiate interest in their 

product, termed “plant[ing] the seed” by one participant. Then, if successful, the sales rep 

facilitated the product’s travel through institutional channels behind the scenes, described as 

“pushing the process,” by filling out new product request forms, supplying samples, leaving 

glossy brochures, instructing end users on the product’s use and securing a clinician 

spokesperson. Sales reps expertly aligned their messaging with the “values” underlying the 

Value Analysis process. The clinician champion then persuaded the committee, strategically 

deploying specific language, national standards, research evidence and clinical expertise, to build 

a case for the ‘value’ of a given product. When done successfully, committee members 

experienced the product as speaking for itself – neither buoyed by the sales representative, nor 

dressed up in marketing. Thus, a transformation occurred whereby the marketing message was 

passed clinician-to-clinician, the claims experienced as objective and even ethical. 

“Planting the Seed” 

 Participants described as inevitable that reps would use any opportunity to get a foot in 

the door; once an appointment was secured, a sticker badge printed, and admittance to the 

institution gained, a procurement manager explained, “they try and grab a clinician and plant the 

seed.” Participants described sales reps as highly motivated to gain access to clinicians by any 

means possible, many describing sales reps’ accountability as ultimately lying with their 
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company’s shareholders via their sales and marketing targets. “You know, they always come in 

and do their thing”, explained Grace, an ambulatory care RN at a public hospital, “Do their spiel 

and talk to whoever they need to talk to – or try and come and make appointments to talk to 

whoever.” Vendors ended up on the units, leaving samples and product information wherever 

possible. For instance, due to the influx of pens, mugs, chocolates and visiting vendors, the 

nurses working in case management at an academic teaching hospital had to post a sign on their 

door saying “No Vendors Today.” For other clinicians, however, coming to know about product 

developments in the field was part of clinical practice, though one that was frequently put on the 

back burner due to pressing patient-related needs. Thus, interactions with sales reps were a 

convenient and important source of information.  

For Rachel, a nurse at a public hospital specializing in wound and ostomy care, it was 

part of professional practice to continually research new wound care products and technologies:  

So it’s always nice to look at new products, just because of change, and we have to 

constantly move forward . . . because I feel like all clinicians get so, so, so busy. And this 

is the last thing on their mind, is to try to get new stuff into the hospital and trial new 

stuff. Because it does take a lot of energy and a lot of time. But once in a while, it’s nice 

to keep your eyes open, because otherwise you can get stuck and use the same stuff that 

doesn’t necessarily work anymore. 

Rachel was the nurse specialist who would be called to consult on any patient in the hospital 

with a wound and would bring her expertise to create a wound care plan, including the particular 

products and dressings to be used. Thus, she maintained an openness toward new products and 

frequently needed to look for a better product when faced with patients with complex wounds or 

wounds that refused to heal. During a focus group where a staff nurse questioned the origin of 
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the new products that would “just appear” on her unit, a nursing director echoed the “supposed to” 

narrative, explaining,  

You’re supposed to identify a clinical need, and then someone looks for a better product. 

You bring it to [the Value Analysis Committee] to try it and set up a trial . . . So ideally, 

that’s how it’s supposed to happen. 

Part of the role of a CNS like Rachel, working in conjunction with staff nurses, was to identify 

product failures, products implicated in adverse events, or products designed to meet new 

standards, and to research alternatives, which they could bring to the committee for authorization 

of a trial.  

 “It seems like it’s not very hard to find an alternative,” explained Rachel. “The 

companies are always – they’re calling me on a daily basis, and they send me samples on a daily 

basis . . . so it’s kind of easy. I have a lot of products within my drawer.” She would go to her 

drawer when challenged by a specific patient’s wound to see if there was something she could 

try and if it worked, would call Coloplast or Smith & Nephew or Medline, noting, “It’s not very 

hard to reach those people.” This practice was to the chagrin of her colleagues in supply chain, 

who insisted that the Value Analysis committee first authorize all product trials. Ideally, it was 

the committee that would decide when samples would be brought to the end users for trial, but 

samples, as a marketing practice, crept into clinical areas without having been subject to an 

objective evaluation such as being trialed against a competitor’s product.  

Despite formal policies around samples, many frontline clinicians described being 

inundated with branded gifts, samples and product information. Although perhaps initially 

experienced as “invasive,” sales representatives and their marketing materials also attained 

localness in their familiarity and how readily these resources were at hand for clinicians. Some 
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nurse managers, in an effort not to be rude, described dealing with cold calls by asking vendors 

to “leave information,” offering that if interested, they would contact the vendor. In this way, 

product samples and information entered the hospital and remained behind when the vendor’s 

one-day sticker badge expired. During one committee meeting, a CNS recalled the beginnings of 

a current trial of a product designed to assist nurses with intravenous (IV) starts. Speculating as 

to why the staff nurses had given less feedback than expected during the current trial, she 

reminded the committee members of the sales reps and their samples on the units: “Vendors 

were creeping around this place, remember helmet guy? Nurses had trialed it in their brains 

before the actual trial.” Before the committee had approved a trial of a specific “vein finder,” 

sales reps, demonstrating the vein-finding technology in helmet and goggle form, had been such 

frequent visitors to the units that nurses had believed that the decision to trial was actually the 

purchasing decision and had simply adopted the new vein finder into practice as they would any 

new product.  

 Thus, clinicians commonly came to know about new products through their interactions 

with industry – at conference trade shows or through cold calls and the product information or 

samples left behind. Clinicians then funneled this interest into the Value Analysis process. Burt, 

a Supply Chain Director at a private academic teaching hospital, estimated that he would receive 

25 to 100 new product requests a month (noting that not all of these requests were approved), 

across all clinical areas, and that this number fluctuated with conference season. Describing the 

funneling effect of this process, Cassie, an OR nurse educator explained,  

If they have a new product that we might not even be aware of, then they will either troll 

the corridors or they will make appointments with all the doctors they think might use it, 

or they’ll try and make an appointment with the nearest [nurse] manager who runs that 
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clinical service, and the [nurse] educator. We get hit all the time, you know? And usually 

what we’d say in Education [Department] is, “Don’t come to us until you’ve gone 

through the [Value Analysis] committee.” 

But as Cassie offered, the Value Analysis committee process served to neutralize the experience 

of aggressive marketing – it was to committee members that frontline clinicians could divert 

marketing, but also a rite of passage for products that allowed clinicians to engage with sales 

reps around product information without fearing the influence of marketing. 

“Pushing the Process” 

Once the seed for a particular product was planted, it could germinate into a formal 

product request. Rob, a Materials Manager, explained that after planting the seed, vendors 

attempted to “push the process as they know how to do” and that clinicians, often just wanted to 

say ‘yes’ – either to get the sales rep out of their office or in an effort not to seem rude. Such 

efforts comprised a sales rep’s attempt to find a clinician champion for their product. If such an 

internal spokesperson was secured, Aries, an administrator explained, “The mentality is, ‘If we 

can sell the clinician, everything else will just fall into place. They’ll do the internal 

endorsement’.”  

I shadowed a sales representative, Dave, while he conducted inservices on an isolation 

gown that the hospital had recently purchased. Dave was very interested in cultivating a 

relationship with Rachel, the wound CNS: Dave explained that she was a “very powerful nurse” 

in the building and she had the potential to be a leading spokesperson for products, being the 

hospital’s most credible authority on wound care and possessing a permanent seat on the Value 

Analysis committee. While we waited for the eternally slow elevators, Dave decided to take 

advantage of being onsite and paged Rachel, explaining to me that he had been trying to arrange 
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a meeting with her. The hospital had just brought in some new patient hygiene wipes; Rachel had 

expressed critical feedback to the Value Analysis chair, explaining the wipes broke down in your 

hands during use. He left a couple of messages for Rachel and when he finished the inservices, 

decided to stick around a little while longer to see if he might catch her. He felt he needed to put 

in some time with her to reassure her about the product, to validate her feedback and to leave her 

some samples of alternatives offered by his company.  

One way that reps could “push the process” was to assist clinicians in navigating the 

formal process. In this way, the sales rep could promote the product through legitimate channels 

and still allow the clinician to appear as the spokesperson. Busy clinicians relied heavily on sales 

representatives to perform the legwork to get a product through the Value Analysis process. At 

one hospital, it was accepted practice for the sales representative to fill out the 17 page new 

product request form, with the understanding that the sales representative knew the product best 

and he or she was clearly incentivized to put in this effort. However, at other hospitals, if a 

clinician filled out the request, it was taken more seriously, though clinicians often had to rely on 

the sales representative to provide the necessary product information to fill out the form. The 

source of the product information was thus obscured, and transformed from a marketing message 

into a formal product request. 

Further, in the eyes of committee members, the more that the process appeared to be 

clinician- rather than sales rep-driven, the greater was the perceived need and value of the 

product requested. Burt, a Supply Chain Director, described the challenges of this Value 

Analysis model and how over time, his department had finely tuned the Value Analysis process. 

Burt explained, 



 74 

Our original form – when we first started this, we started a form, you know –we’re 

learning. And it will be filled out. And it had all the “What is this? How much is it? Who 

do we get it from? What does it take the place of? Dah-dah-dah.” And we put the 

surgeon’s name signing off that he did this. Well, they’d have the vendors fill it out. So if 

we got the request, and it was filled out by the vendor, and the doctor didn’t sign it, we’d 

just throw it away. Okay? If we got it, it was filled out by the vendor, and the doctor 

signed it, it still didn’t get a whole lot of view. If it came to us, and it was filled out by the 

physician, and the physician signed it, okay. Now you got our attention. If it was filled 

out by the physician, and the physician signed it, and the physician came to the meeting, 

there was a good chance he’s going to get it, because then they want it. 

Thus, a greater magnitude of independent effort employed by the clinician greatly enhanced the 

perceived need for the product. There was the perception also that these hurdles allowed the 

product to stand on its own; committee members appreciated it when a fellow clinician could 

speak to the product without being “propped up” by the vendor. Recognizing the great effort reps 

made to facilitate the process, Ashley, a nurse educator who was newly appointed to her 

hospital’s Value Analysis committee explained,  

I’m hopeful that the presenter in the group is the local clinician that’s interested in the 

product, and that’s the person arguing for it, as opposed to having the vendor there to 

prop them up. Because for me – that’s a little suspicious. It means that somebody doesn’t 

know the ins and outs themselves. 

To her, this suggested the clinician had conducted independent research on the product and that 

the request stemmed from a clinical need. 
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 Though “not perfect,” Value Analysis participants characterized this process as a 

mitigating force, the “many cooks in the kitchen” ensuring that participants bought product, 

instead of “being sold product.” “Buying product,” as characterized by Roy, a materials manager, 

felt proactive and was distinguished by the perception that clinicians, not sales representatives, 

initiated product requests and put in the requisite effort. Attempting to take into consideration all 

the downstream effects of a new product purchase – infection control, storage, distribution, end 

user education, disposal – and to regulate the pace of technological change within the institution, 

this process allowed for an internal dialogue whereby silos were breached and the well-being of 

the institution as a whole could be considered. With “value-added” at the forefront of these 

discussions, a very particular way of communicating “value” emerged.  

Building the Case 

John, while manager of a public hospital’s OR, created a process by which clinicians 

“would discuss various products about whether they’re worthy, actually of coming here.” 

Responsible for an OR budget of $200,000 a week, John strove to maintain a fluid OR 

environment that was receptive and responsive to changes in technology. That said, he continued 

to struggle (the institution was currently $50 million “in the hole,” he explained, for which 

purchasing decisions were partially responsible) with unexpected and exorbitant bills stemming 

from products that had been introduced by sales representatives in the OR to individual surgeons, 

for which the department would receive a bill. Though not without some resistance from 

physicians, John created an OR Value Analysis committee, which met weekly, to create what 

came to be fondly referred to as “the Farmer’s Market.” Sales reps and clinicians could present 

new products and the committee as a whole could evaluate their value for the OR. John 
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explained, “It was pretty easy for us, I think, to make the choices because it was based on what 

was best for the patient, at a great price, and with a really good type of company.”  

This frequently recurring mantra, echoed across the institutions I visited, suggests that the 

sum of these three criteria – excellent patient outcomes, low price, and good service – equals 

“value.” While seemingly simple and straightforward and the principal rationale for the Value 

Analysis process, operationalizing these criteria for a particular product, at a particular institution 

and for a particular patient population is exceedingly challenging. Further, these criteria are often 

in tension with one another and Value Analysis committees must engage in a balancing act, all 

within the context of the institution’s greater fiscal landscape, industry standards and changing 

regulatory climate.  

Sales representatives have become attuned to the mantra of “the best thing for the patient, 

at a really low price and a great company to work with.” An article in MD+DI, a magazine for 

“medtech” industry professionals, outlined strategies for medical device representatives to 

address Value Analysis committees. The authors suggested,  

Consideration of the entire value proposition should begin early in the product life cycle. 

Manufacturers must consider whether expected product value will be acceptable to 

payers and hospital purchasers, as well as what types of studies are required to maximize 

the perceived value of the product (Saadi et al., 2013). 

They provide a figure outlining the elements of a value proposition on which the case for product 

purchase can be built including linking the product to disease burden, creating an unmet need, 

suggesting clinical value in terms of safety, quality of life or innovation, and building a fiscal 

case apart from price (Saadi et al., 2013) (Figure 2.). For example, Rob, the Materials Manager, 

explained that the nurses at his hospital have incentivizing goals, which are derived from 
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national goals such as those from the Joint Commission (JCAHO) and which can result in a 

paycheck bonus if met. Vendors attempted to align their products with these goals and would 

drop by nursing units with a flyer listing the national goals and a business card.  

Figure 2 “Medical device manufacturers can use this framework for a product value proposition 
to communicate the value of medical devices” by R. Saadi, D. Grima and N. Ferko, 2012, The 
Science of Commerce: Succeeding in the Changed Medical Device Market. New Jersey: ECON 
Publishing. Copyright 2012 by the authors. Reprinted with permission. 
 

In “building a case” to Value Analysis committees, clinicians and the sales 

representatives with whom they partnered used a particular language to invoke “value,” 

overwhelmingly relying on terms such as “safety,” “quality” and “patient outcomes.” Despite 

pressures to contain costs, a guiding logic for these committees was that if patient safety or 

quality of care was at stake, the institution should do the right thing and bear the additional cost. 

Thus, when terms such as “safety” were applied in building a case for value, committee members 

Figure 2. Elements of a value proposition  
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often approved the request as a “no brainer,” as one nurse put it. However, this value criterion 

was occasionally stretched into a guiding logic of “better safe than sorry,” invoking liability, risk 

management, and potential risks rather than addressing actual incidents. Occasionally, 

participants feared that there was insufficient evidence to support a purchase, but because a case 

had been built around safety and risk management, it was irrefutable, and even perceived as the 

ethical course of action, as in doing the “right” thing. For example, Rob, a Materials Manager 

related that the Chief Operating Officer (COO) of his hospital had promoted the purchase of a 

new bed-bath product, which purportedly decreased hospital-acquired infections. The COO 

pushed for the product to launch housewide before a Value Analysis had ever been done; when 

Rob objected, he was met with “this is not the right time” and “we need all our weapons,” in 

reference to new policy changes. When Rob went to negotiate the purchasing contract for the 

wipes with the company, he found himself without any leverage to negotiate a better price.  

Because price was typically perceived as fixed,4 clinicians (and sales reps) had to 

operationalize and then leverage other criteria in order to “build a case” for the benefit of a 

particular product in non-financial terms; these criteria were echoed in the marketing activities 

targeted at the nurses who participated in the Value Analysis process. Consider the following 

examples of how clinicians built a case for value: 

A physician preference item. A nurse from the Interventional Radiology department 

was sent as a representative for the department’s attending physician to the monthly Value 

Analysis committee meeting to request a trial for a new atherectomy catheter used in procedures 

to remove plaque from arteries. Glossy brochures in hand, the nurse explained that it was not a 

                                                
4 At the institutional level, most hospitals engage the services of a Group Purchasing 
Organization, which benchmarks pricing on behalf of member institutions. Supply chain 
professionals are responsible for negotiating the price and volume at the time of purchase. 
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common procedure and thus, would likely be used only once in a while. Roy, the materials 

manager chairing the meeting grimaced in confusion, “This is kind of weird. You want 

permission to do a trial just in case?” The nurse, hesitating, admitted that the team had actually 

already tried it when the sales rep pulled the device out of his bag during a recent case. 

Sarcastically, Roy asked, “If it doesn’t happen every day, how did they know when you would 

need it? Are they just milling around the waiting room?” Shifting in his chair, somewhat darkly, 

the nurse replied, “You know, they chase ambulances.” Roy, becoming animated as this kind of 

sales tactics was a longstanding problem and half the reason the committee was formed in the 

first place, demanded, “Did we have to pay for it?!” The nurse nodded, citing a price of $3000. 

“So we just say no!” erupted Roy. Realizing that Roy’s resistance was likely too great to 

overcome, the nurse pleaded, “Then how do I inform the doctors?” In a last-ditch effort to save 

his case, the nurse put it to the committee, “What if it’s the best thing for the patient?” Roy, who 

clearly felt the request had been completely undermined by the dubious marketing practices and 

back-door entry of product into the cath lab, cited the existence of a competitor product and 

exclaimed, “Best for the patient, in their opinion!” The Director of Materials Management, 

Roy’s supervisor, Aries, intervened suggesting that “I don’t want this process to be an obstacle, 

and we don’t need to get the cheapest price, but we need a fair price,” offering to address the 

attending physician who initiated the request. The nurse seemed satisfied with this outcome.  

For patient safety. In contrast, next on the agenda was the peripherally inserted central 

catheter (PICC) nurse specialist, known for her strong opinions, credibility and influence within 

the hospital. As the PICC specialist, she consulted on all patients who required a PICC for long-

term infusions of antibiotics or chemotherapy. The PICC nurse was well versed in the mantra of 

the Value Analysis committee. With only ten minutes left in the meeting, she launched into her 
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rapid-fire case building, saying “I have to get this through this month!” Unwrapping a sample 

skin prep product for all to see, the PICC nurse admitted that this too had “been snuck in, but 

there are all the little ol’ ladies with skin tears!” Unlike the cath lab nurse, she launched directly 

into the price comparison, conceding a price increase, but building a case for cost-savings by 

suggesting, “You can use one of these instead of the 4 or 5 quarter-sized [adhesive remover 

wipes] and it is very effective.” Vaulting into the territory of “patient safety,” she gave a 

dramatic and gory example of a patient who had recently experienced a skin tear on his neck 

where his central line was placed during tape removal. She too admitted that the product had 

already been tried on patients, using the “snuck in” samples and said that other nurses felt the 

same way about the product’s efficacy. Drawing from his years of experience, Roy conceded this 

point, but resisted, noting that the current product “has been around for decades and no one has 

ever liked it. I am fine to approve a trial, but I want to see what else is out there especially since I 

am not sure how this came into the hospital.” The PICC nurse and her wound care counterpart, in 

chorus, exclaimed, “But it works!” Roy grimaced, offering his personal motto, “In your opinion!” 

While similar in some respects – both nurses were presenting a product that had been 

brought through the “back door” by a sales representative – the PICC nurse received a more 

favorable response and permission to trial the product. However, there were key differences in 

how each presented the case for the product. While the cath lab nurse framed the product in 

terms of a physician preference item, the PICC nurse, drawing on anecdotes from her expert 

clinical practice, framed her product request squarely in terms of mitigating risk to patients, and 

particularly vulnerable patients at that (“little ol’ ladies”). She built a case for cost-savings 

despite presenting a product that was priced higher than what was currently in use by suggesting 

that less product would be required due to its efficacy.  
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Committee members thus experienced claims about products framed in the terms of “this 

thing can help my patients” as remote from marketing, particularly when the spokesperson was a 

trusted, credible and expert colleague. Since initial product interest was sparked outside of the 

formal process, marketing was displaced and became much less visible. Simultaneously, industry 

expertly aligned marketing messages with the ways in which a case for value was built. Even in 

the face of skepticism, a well-built case for value often led to authorization of a product trial 

whereby the vendor and product samples gained entry to the institution. If the trial was 

successful, then the final piece of the “value” calculation – a great company to work with – was 

realized through the inclusion of company-delivered product education in the purchasing 

contract.  

Contracted Inservices: “Education Supporting Their Product” 

Staff nurses across clinical specialties pointed to the ubiquitous “inservice,” occurring 

several times a month, as the primary way in which they came face to face with sales 

representatives. These inservices punctuated a nurses’ day, and although they emphasized the 

quick nature of this transmittal of information, they characterized these interactions as an 

obligatory nuisance. For the most part, Millie, a medical-surgical nurse remembered, “It was 

really quick, it was very quick and sort of rushed and never really, never really like complete, 

you never really knew how to use the product after the little inservice. It came with actually 

using it yourself.” As Ashley said, to staff nurses, sales representatives were an “invasive 

species,” visible from down the corridor “in their little outfits with heels waiting with their little 

[IV] pole,” as something foreign to this environment, an interruption. Yet, sales representatives 

were also experienced as emissaries from the administration, delivering news of a new product 

purchase; the reps’ presence and their message bore the endorsement of the formal Value 
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Analysis process, by which the product had been selected and the inservice contracted. Thus, 

although identified as “invasive,” they were experienced as benign, or at worst, a nuisance to be 

taken in stride and adapted to. However, the inservice created an opportunity for sales reps to 

interact with end-users and foster long term, ongoing relationships as vetted insiders in the 

service of growing the volume of sales.  

In the Thick of it All 

Sales representatives came to the units to perform these “roaming” inservices after the 

morning chaos of shift change, breakfast, assessments, personal care and medication 

administration, or first thing in the evening after the parallel shift change, and attempted to 

gather as many nurses as possible in the corridors or the break room to dispense their 5 minute, 

bulleted product education. “It’s rough,” Clara offered,  

I mean you get, like I said, a page [call]. You have to come to the nurses’ station or try to 

if you can and you try because you kind of know that someone’s checking you off and 

you’re going to have to do it eventually, either that day or the next day. And you do want 

the information, but it’s difficult sometimes. 

This experience was “difficult” because if a nurse could not attend the inservice due to workload, 

or if it occurred on her day off, upon coming to work, she might be faced with an IV pump she 

had never seen before and as one nurse said, “couldn’t even figure out how to turn on,” but 

which she had to operate in order to give her patients’ morning medications. Further, inservices 

were disruptive to nursing care and took nurses away from the bedside. Thus, although 

experienced as invasive in terms of the disruption caused, the inservices were built into the 

practice environment, occurring as part of day-to-day activities and providing information 

essential to its function.  
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Shadowing Dave, a sales representative conducting inservices on a newly purchased 

isolation gown, I stood with a group of staff nurses in the corridor of a medical-surgical unit 

while Dave demonstrated the over-the-head style of gown, the convenient front-facing ties, and 

the color-coded sizing. Meanwhile, a patient, parked in her wheelchair outside of her room, was 

retching and was passed a kidney basin in which to vomit while the nurse lent one ear to Dave. 

Linda, a company representative, told me about a time she had flagged down a nurse in the ICU 

to perform her five minute glucometer inservice. The nurse had asked her to wait until she could 

grab a free moment and in the time that Linda waited for her at the nurses’ station, the patient 

died. This had greatly impacted Linda and helped her to tailor her trainings to busy, patient-

focused clinicians. For nurses and sales reps alike, these inservices occurred very much in the 

thick of it, woven right into the fabric of day-to-day nursing activities.  

Dave often found his way to the break rooms in the back of units, knowing many of the 

door security key codes by memory. Having waved to a familiar nurse, upon entering the unit, an 

overhead page by this messenger proclaimed, “There’s a presentation in the break room with 

CANDY!” The nurses we came upon in the break room seemed accustomed to being barged in on, 

casually looking up from their bagged lunches and magazines. These break rooms are hardly 

places of respite – no windows, fluorescent lights, flyers, posters, notes crammed into every 

available wall space; mailboxes stuffed with everything from bananas to Tupperware to weeks of 

uncollected mail; a fridge in a corner piled with so many belongings and covered in so many 

notices it was barely visible; backpacks and purses stashed in every available corner. Dave 

hardly had space to pull the isolation gown on over his head. Although in some ways Dave was a 

stranger to the hospital environment – for example, he had to ask me which units I thought might 

actually use an isolation gown, having approached the infusion clinic nurses in error – he was 
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also at home in these clinical spaces, wearing scrubs on inservice day instead of his typical dress 

clothes to blend in, possessing insider knowledge like the door codes to the break rooms, and 

having buddies on the units.  

The Candy Exchange 

While these inservices were experienced as disruptive, nurses also related them as 

obligatory. This was not, however, because of the value of the information conveyed, and nurses 

frequently found themselves playing catch up and learning from peers whether they had caught 

the inservice or not. Nurses lamented the gaps that this form of education left for them to fill in 

their practice, learning to use new equipment often on the fly, or relying on colleagues.  

Thus, the focus on “education supporting the product,” as an ICU staff nurse termed it, rather 

than education supporting their practice, led nurses to question whether this really constituted 

education. 

The obligatory piece was two-fold: for the staff nurses, it meant being “checked off” as 

“competent,” which was recorded on their personnel file; for the sales representatives, it was 

meeting the “targets” for a percentage of nurses “checked off” as specified in the purchasing 

contract. Dave came armed for a day of inservicing with a tote bag filled with candy, and an 

armful of isolation gown samples. Traveling unit to unit, Dave would approach the charge nurse 

who would assemble any available nurses. After performing his 30-second gown-donning demo, 

Dave addressed the assembly, “You can have a candy if you sign.” The nurses dutifully passed 

Dave’s blank sheet of paper around, collecting signatures, and stocking up on fistfuls of mini 

chocolate bars to last the remainder of their shifts. The signature page served as Dave’s evidence 

for having delivered the inservice, which he would return to the Infection Control nurse who had 

driven the purchasing of this product and was accountable for training the end users. For the 
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nurse, it acted as a different form of surveillance, having a disciplinary effect. Clara had alluded 

to knowing that “someone’s checking you off”; Cherie, a cardiac surgery nurse explained that 

attendance at an inservice would designate a nurse as “competent,” which would be recorded in 

his or her personnel file, ready for audit by JCAHO or the Centers for Medicare and Medicaid 

Services (CMS). Thus, the need to create this record superseded the education itself. Ashley, a 

nurse educator responsible for coordinating and implementing the inservicing piece of the 

purchasing contract in partnership with the company representatives, was responsible for both 

the competence of the end users and the representation of such. Referring to a recent 

implementation of new glucometers, she expressed frustration with the way that “competence” 

had been translated into the language of a contract. The contract specified, she said,  

3,000 users. We actually have closer to 4,000, so they’re already in trouble. And [the 

company] is only expected and on point to do 80%. And so they’re going to miss – they 

don’t have to train the other 20%, which is actually closer to 30[%] – I mean, it’s a totally 

different number. And so it’s really kind of annoying to me because the lab knows how 

many people use the glucometers. They know who’s competent today, and that number is 

equal to who’s competent tomorrow. Give or take maybe a few hundred if we’ve done 

layoffs or something, but it’s pretty much the same, so [the lab department is] already in 

trouble. 

Given the constraints of this enormous task, including having to rely on industry proxies for the 

expertise and manpower her department did not have, the representation of competence became 

the dominant focus for Ashley, a goal the industry representatives shared. The industry 

representatives were flexible, accommodating the challenges she faced in reaching 4000 nurses 

across 24 hours of shifts, seven days a week, across two hospital sites, and helped her to acquire 
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the 80% of 3000 signatures that they both required. Thus, for Ashley, the industry 

representatives were her partners in achieving an institutional goal, traveling throughout the 

institution as her messengers, delivering an institutionally-endorsed message and product. Thus, 

they became for her, “local species,” as she described them, built into the necessary day-to-day 

functioning of the institution, down to activities as mundane as taking a blood sugar. 

Fruitful Interactions  

Nurses, such as educators or managers, who were responsible for overseeing and 

coordinating inservice education, however, experienced industry-delivered inservicing as a very 

different phenomenon, much more akin to marketing. They pointed to several ways in which 

industry representatives used the opportunity to interact with end users to build a good reputation 

for the product, to foster ongoing relationships, to grow the indications for a product’s use and to 

upsell related products. This sharply contrasted with administrators’ characterization of the 

inservice as a one-time, strictly controlled, contract-bound experience considered simply part of 

a product purchase. 

Inservicing, firstly, allowed industry representatives to build a reputation for the product 

and for the company delivering support. Matthew, a nurse educator at a prestigious academic 

teaching hospital, described having a “good” relationship with the industry point person when 

coordinating product inservices  

Because they want the product to succeed, and they know that user understanding of how 

that product works will help that product succeed. And it gives them a good name, that 

they have a good relationship with [our hospital], because what ends up happening is 

sometimes they’ll go try to get contracts at other University hospitals. 
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Value Analysis committees often requested references from other institutions when considering a 

product for purchase; inservicing allowed direct access to end users and the opportunity to ensure 

awareness, and then competent and confident use of a product, accompanied by the perception of 

company support, which could be used in the service of a positive reference.   

Second, inservicing allowed for the cultivation of ongoing nurse-industry interactions, 

which completely escaped the view of administrators as it occurred beyond the boundaries of the 

initial purchasing contract. For frontline clinicians, the ongoing inservices fulfilled needs for 

product support, troubleshooting, and continuing education. Judy, a CNS at a for-profit hospital, 

had wanted to introduce proning therapy – where patients who are on ventilators are turned face-

down to promote better oxygenation – to the ICU. She convinced her hospital’s Value Analysis 

committee to rent a special bed that mechanically proned these patients. Initially, the sales rep 

provided three 3-hour classes to thirty nurses working in the hospital’s two ICUs. “So I called 

him probably two weeks ago,” Judy explained,  

And said, “Hey we could really use another go-around here to try to get as many nurses 

trained as we can.” The problem with this is that it’s not a bed that we have, so it’s not 

something that I can learn and teach. Because they have to actually bring the bed in. 

Because the hospital did not own this equipment, the nurses would contact the sales rep when a 

patient was admitted who required this therapy, and the sales rep would deliver the bed to the 

unit. However, because “it’s not something we use every day” and “you might kind of forget,” 

Judy explained, “When we call them to come, they actually send people in to help get the patient 

on the bed the first time, and do a re-review of how you use it.” In addition to delivering the bed 

and assisting the nurses to position the patient on the bed, the sales rep was available 24/7 and 

was “really, really responsive,” Judy said, if the nurses had any trouble operating the equipment.  
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 From the perspective of industry, it would seem that providing inservices, sometimes 

over of the course of several weeks, during the day, night, and on weekends, was well above and 

beyond the service expectation outlined in the purchasing contract. However, inservices allowed 

reps to influence purchasing volume or to “plant the seed” for new or related products. Ashley, a 

nurse educator, speaking about her ongoing relationships with sales reps and when she decides to 

request product inservices, explained,  

I probably will never get somebody who cold calls – I mean, I would never – I have no 

reason to entertain somebody that cold calls and says, “Hey, you know, I’d love to come 

and show your people this thing,” because we have all these mechanisms in place. I 

would, perhaps, entertain the folks that are already here – they’re already “in,” so to 

speak, and we’re using their products – that have a new or improved way to use 

something that’s already in use. 

Thus, the Value Analysis process and the contract specifying the initial education actually served 

to legitimate the sales rep’s presence and purpose over the long term. The perception of nurses 

was that these reps were formally vetted and were now “insiders,” a perception bolstered by the 

fact that they frequently encountered these individuals during the course of inservices and for 

product support. Sales reps used these opportunities to introduce new and improved ways of 

using existing product such as suggesting different clinical situations where the product might be 

effectively used, thus growing the indications for the product’s use and subsequent product usage.  

For example, Ashley characterized the inservice as “Getting folks to feel comfortable . . . 

making sure that we understand how to use things and when to use them.” She told me about the 

recent purchase of a stool collection system explaining, “The system's really dope [awesome] if 

you use it well,” but that “it’s really complicated and incredibly expensive. They’re like $200 a 
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system. Whereas if you use a nasal trumpet and Foley bag, it’s far cheaper, right?” During the 

initial and then ongoing inservicing, she felt like “Part of [the rep’s] motivation was to get us to 

think it was cool and encourage docs to order it when we had a problem.” Because this particular 

product required a physician order to use, the sales rep not only had to ensure awareness and 

competence with the product, but to tie it to the specific clinical indication and convince nurses 

that this product would be an effective solution. In the case of the stool collection system, she 

sensed the vendor’s willingness to come and provide an inservice, as the nurses on her unit had 

not adopted it as much as the vendor would have liked. The device itself was  

Complicated, it requires more maintenance, patients resolve this problem quickly, 

patients run out of the bed when you try to insert it, it’s pretty intense. It’s not an easy 

thing to deal with for anybody involved, even if it is really slick, and when it works, it 

works incredibly well. And so the vendor’s motivated to try to up their, what we call our 

“PAR [Periodic Area Replenishment] level.” Like, the number that we stock in our 

hospital. The only way to do that is to get nurses to have to use it and to know how to use 

it, which none – very few nurses feel like they know it very well, and want to use it. 

Although a product’s value may have been communicated to those making the purchasing 

decision, if end users, who select the products to be used in nursing care, or make treatment 

recommendations based on the patient’s status, are either not aware of the product or do not see 

the benefit in its use, it is unlikely that product sales will grow. 

Finally, several nurses described developing a deep sense of distrust when they 

experienced sales reps using the inservice as an opportunity to actively market products, or to 

“upsell” the current purchase. Acting as gatekeepers for inservices, but again, not having the 

bandwidth to physically monitor these activities, they struggled with how to ensure that product 
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support did not become a sales speech. Sales representatives occasionally took advantage of their 

audience with the end user to suggest product improvements, add-ons, or related brands that had 

not been approved through the Value Analysis process, and trusted that sparking interest in this 

way would trickle back up to those who sat on the purchasing committee. Matthew described 

struggling to  

Sort of hone [reps] in, because sometimes they can sort of go off in a different direction. 

“We also have this product that [your hospital] hasn’t bought yet, but it really goes nicely 

with this,” – you know, some of that conversation, we limit that down. 

Erin, a cath lab director, described learning the “hard way” that inservices were not as objective 

as the contracted script purportedly suggested, and reps had used the opportunity to suggest 

software add-ons that were not included in the base price of the smart pump purchase. For her, 

the challenge was that the content that vendors delivered carried the institutional stamp of 

approval in the eyes of the staff nurse. This information would become a part of clinical practice: 

“If you brought the person who did the inservice into the hospital, obviously, you trust what 

they’re saying, it's implied.”  

Conclusion 

In an effort to prevent a hospital’s exposure to risk, to protect clinicians and their time 

from marketing influence, and to control costs associated with the purchase of equipment and 

supplies, many hospitals have instituted formal policies and procedures around industry 

interactions. However, hospitals increasingly rely on industry to support vital functions including 

keeping up with technological developments and supporting the use of products in practice. The 

result is that many day-to-day nurse-industry interactions have been re-defined as something 

other than a marketing encounter and thus are not subject to the same scrutiny or oversight as 
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those that remain under the umbrella of “marketing.” Perhaps participants’ experience of the 

dramatic decrease in cold calls is partially through a re-classification of these interactions. These 

formal structures have instead blended marketing interactions with other institutional activities in 

such a way as to make the goals of industry and the hospital appear aligned and the marketing 

less visible to administrators. Consequently, industry representatives have become a “local 

species,” formally classified as belonging as denoted by their badge or their colored scrubs, and 

informally as a day-to-day presence. 

 That said, from industry’s perspective, these formal processes created obstacles in the 

sales process; as expressed in the industry publication Repertoire (Repertoire, 2009), these 

policies threaten “innovation” and foreshadow an era of even greater regulation of sales reps’ 

conduct, thus the increased motivation to “plant the seed” wherever possible. Thus, industry is 

forced to increasingly create the perception of consensus around healthcare “values.” They 

achieve this by creating value propositions in alignment with institutional priorities such as 

patient safety and national reimbursement standards and by filling resource gaps around the 

goods of nursing practice such as continuing education. 

Thus, institutional policies designed to restrict industry access to clinicians and 

prescribers, may inadvertently make nurses targets for industry as gatekeepers to the institution 

and key players in formal processes such as Value Analysis and continuing education. In fact, 

participants described a wide range of interactions with multiple medically-related industries, 

both inside and outside of the hospital, much of which was generally invisible to administrators 

and policymakers. In the next chapter, I will describe the nature and extent of RNs’ interactions 

with industry and explore the particular reasons that nurses are desirable targets of marketing.  
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Chapter 3  

“We Interact Very Heavily” 

Nurses described interacting with industry representatives and their marketing on an 

everyday basis, in myriad ways, both in clinical spaces and outside the workplace. These 

interactions were frequently embedded in work activities or built into nurses’ job descriptions. 

One nurse affirmed that nurses “most definitely” interacted with industry, asserting “I can tell 

you that for a fact. Definitely. ‘Cause nurses have been involved for years. . . we interact very 

heavily.” Nurses reported prevalent and varied interactions with industry, “work[ing] with 

industry at all levels” and describing themselves as “very involved . . . it’s something that’s 

always been a part of my practice.”  

Yet hospital administrators generally denied that nurses interacted with industry at all. I 

explore the ubiquity yet paradoxical invisibility of these practices in the context of the 

difficulties I faced in gaining entrée to institutions for the purpose of conducting this research. In 

this chapter, I will describe the ways that Registered Nurses (RNs) interacted with industry; the 

kinds of industries marketing to nurses; the marketing messages targeted at this audience; and 

industry’s interest in marketing to nursing. Although these interactions are largely unrecognized 

by administrators and policymakers, industry marketers described relationships with nurses as of 

great interest, due to the knowledges that nurses possess as a result of their particular positioning 

in relation to patients and institutions. Nurses willingly shared their knowledge as industry gave 

them the sense that their expertise was valued and that they were being heard. 

“It Doesn’t Happen Here” 

The very existence of nurse-industry interactions surprised many with whom I shared 

these findings informally and formally, including participants themselves who frequently 
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explained their surprise at the end of an interview by saying, “I had no idea what I was going to 

tell you, but here we’ve spent an hour talking non stop about my industry interactions!” In 

particular, the interactions between sales representatives and frontline clinicians were almost 

entirely invisible to hospital administrators. During an interview with Vera, a Clinical Nurse 

Specialist (CNS) in critical care, she recalled first hearing about the study: 

So what’s funny is that a long time ago, I got an email . . . “Somebody wants to do a 

study about industry and wants access to the hospital, what do you think?” I think 

actually, our [Chief Nursing Officer] CNO, sent that. And one of the directors said, “Oh, 

the nurses don't have much interface with them,” and I’m like, “Are you freaking kidding 

me?” I did. I said that, because I thought, “They are so disconnected, our administrators.” 

This theme continued to recur as I approached administrators at local hospitals, requesting access 

to their staff and clinical spaces for my research. Vera expressed the exasperation of many 

participants who felt that the work they did with industry on a daily basis went unrecognized and 

unsupported.   

This theme of “this doesn’t happen here” became a major roadblock in gaining entrée to 

hospital sites, particularly private institutions. Administrators were occasionally open to my 

recruitment efforts, but frequently with the caveat that their nurses did not interact with industry, 

as if preparing me for disappointment; others placed significant restrictions on my research 

activities such as referring only specific participants, prohibiting any in-person observation, or 

denying access to clinical spaces where sales representatives were present on a daily basis such 

as the OR. The nurses I contacted in seeking access to subsequent research sites generally 

expressed that my research question validated their experiences and like Vera, they were eager to 
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bring visibility to their work involving industry. I spent months corresponding with these 

informal gatekeepers as they navigated internal processes to gain approval for the study.  

One of these gatekeepers was a nurse researcher, and this individual’s mission, in his 

words, was to “gaze into his crystal ball” and see what products and technology his private, 

health maintenance organization should be using 3-5 years down the road. He met with 

entrepreneurs on a daily basis and was in charge of discovering innovations to keep his hospital 

on the cutting edge, running a testing center where nurses were invited to trial new products. 

However, I was ultimately denied access to this hospital; this gatekeeper had posited that I might 

be required to sign a non-disclosure agreement, as purchasing contracts would be discussed. The 

administrator involved, on the other hand, suggested that I would get better information from a 

smaller, community facility without a “formal” structure to regulate industry interactions, as if 

suggesting that any interactions with industry hence seldom occurred due to the presence of such 

a formal structure.  

Another gatekeeper at a not-for-profit private hospital, the nursing Director of 

Electrophysiology, was eager to have me observe the daily interactions between nurses and the 

sales reps supporting pacemaker insertion, activation and deactivation in her department. She 

was disappointed when the VP of Nursing denied me access to the hospital, who stated that 

nurses did not interact with industry except on “structured committees” and during “inservices.” 

As discussed in Chapter 2, this administrator did not define formal processes like Value Analysis 

or other “structured” committees, or new product inservice education, as “interacting with 

industry.” This reclassification and the presence of formal policy allows institutions to continue 

to benefit from industry resources and be protected from institutional risk or liability – 

pacemaker device support is ‘included’ in the price of a pacemaker, for which the hospital does 
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not pay. As Vera posited, a disconnect exists, whereby the formalization of these interactions 

renders the on-the-ground aspects of industry interactions invisible. The day-to-day interactions 

– contacting the device rep, ensuring the rep’s access to the clinical area, appropriately 

coordinating with the rep regarding the patient’s condition and needs, and facilitating the sale’s 

reps contact with the patient – recede from the administration’s view. This made it difficult to 

convince administrators that this topic was an important area for study, but also could account 

for the lack of policy addressing nurse-industry interactions, and the fact that nurses are largely 

left to manage the practical and ethical aspects of these interactions individually (see Chapter 5).  

Occasionally, relationships with industry were so normalized that they were treated as an 

exception to activities typically classified as marketing. I reached out to the National Teaching 

Institute and Critical Care Expo organizers at AACN to ask for their support in securing a space 

to conduct a focus group and whether I could recruit through conference channels. While it was 

much too late in the planning process to arrange a space, the organizer also denied my request to 

distribute recruitment materials through the listserv, social media platform or notice boards, 

citing their policy banning “promotional” material other than by official exhibitors. Thus, certain 

companies were considered legitimate by virtue of their formal (and paid) status as exhibitors, 

and their right to promote their products was sanctioned and protected through official 

conference mechanisms; this was an exception to “promotional” material or commercialization 

of the conference space.  

It is therefore of little surprise that nurses are omitted from major policy initiatives like 

the Sunshine Act, given that hospital administrators have little awareness of the day-to-day 

interactions between RNs and industry representatives. Further, it seems as though 
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administrators represent institutional interests that are vested in maintaining the invisibility of 

these practices, whether due to concerns regarding liability, public relations, or economic benefit. 

Nurses’ Interactions with Industry 

Prior to commencing a formal interview, I asked participants to roughly quantify the 

number of times in the past year that they had attended a conference with a corporate sponsor, 

attended other sponsored continuing education or inservices, or met with sales reps in the 

presence of colleagues or one-on-one. Only four participants reported not having these kinds of 

interactions – three staff nurses in public health, critical care, and emergency and one a manager 

of general medicine – though during the course of their interviews they identified several 

experiences that, upon reflection, they felt fit these categories. This was characteristic of the 

surprise of many participants at the culmination of an interview after having identified industry 

interactions in multiple facets of their practice, but which they had not immediately recalled 

when thinking about “industry interactions.”  

On average, RN participants (n=39) had attended two conferences with a corporate 

sponsor in the past year, with some participants attending up to nine. Many remarked that they 

had never encountered a professional conference that was not industry sponsored. Industry also 

sponsored other continuing education, including inservices and events both at work and outside 

of work hours. Typically, participants engaged in sponsored education about 7 times a year. For 

several participants who worked in nursing education and were responsible for coordinating this 

type of education for staff, this was an unquantifiable experience, with a couple participants 

reporting “hundreds” of sponsored inservices or continuing education events in the past year. 

Similarly, for RNs in management roles, the number of times they and their team had met with a 

sales representative in the past year was reported as “too many to count”; on average, RNs across 
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roles had about 9 team meetings with sales reps in the past year, which included staff meetings, 

management teams, and committees such as fall prevention, health and safety, or purchasing. 

Even more prevalent were one-on-one meetings with a sales representative, ranging within the 

sample from 0-200; again, nurse managers and directors reported “too many to count.” 

Occurring on average 15 times in the past year, one-on-one meetings with sales representatives 

were the most common way that nurses interacted with industry in their practice. 

Nurses reported attending sponsored lunches on their hospital campus; sponsored dinners 

off their hospital campus; sponsored events in conjunction with professional conferences; the 

offer and/or receipt of gifts for personal and clinical use, largely in conjunction with professional 

conferences, but also in the clinical setting; the offer and/or receipt of product samples for 

clinical use; the receipt of paid travel to manufacturer-sponsored product trainings; receipt of 

payment for participation in market research (blinded and not blinded); receipt of payment for 

Speakers’ Bureau participation; and participation in sponsored continuing education, ranging 

from “lunch and learns” to sponsored sessions at professional conferences. Although determining 

the prevalence or frequency of such interactions was not the aim of this project, participants’ 

experiences of interacting with industry clearly show that this practice does occur.  

Which Industries Market to Nurses? 

Nurses in this study reported interacting with the medical device, pharmaceutical and 

pharmaceutical packaging, health information technology, pharmacy, and infant formula and 

nutrition industries. Many participants also noted that a number of the healthcare services with 

which they coordinated on a daily basis were also for-profit corporate entities, including their 

own hospital employers, home health agencies, patient transport companies, and long term care 

facilities. Their interactions with these companies’ representatives were often experienced as 
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very similar to those of the more commonly considered medically-related industries named 

above. For example, Edie, a manager in General Medicine, did not relate much to the 

experiences of others who interacted with pharmaceutical or medical device representatives as 

her particular area had little in the way of new technology adoption or heavily marketed 

medications. Instead, she explained,  

The most I see are the vendors with the different home care agencies. And bringing the 

treats. And it’s just something that bugs me as well. . . They come with their business 

cards –like magnets, pens, pads of paper, water bottles, gift cards . . . the ambulance 

drivers, just to help advertise their services. 

Although the home care agencies and transport companies were also engaged in patient care, for 

Edie, these interactions felt like the marketing that others described when relating stories of cold 

calls by medical device reps or classic pharmaceutical marketing like branded pens. For others, 

this type of interaction with investor-owned corporate health services was as comfortable as 

interactions with other sales representatives who were familiar to the clinical setting and who’s 

purposes were aligned with the nurses’. Ella, an orthopedic staff nurse, said,  

I think around Christmas last year, I had a patient who was going to Skilled Nursing, and 

the ambulance rig came to pick him up, and they brought gifts for all the nurses, and it 

was like, “Merry Christmas!” And it was a water bottle that said [the company name], the 

badge holder and candy, and it didn’t even occur to me, “Oh, this might be 

inappropriate.” We’re like, “Oh, cool!” 

Her colleague, Clara, a pediatric staff nurse, echoed this sentiment, saying, “I thought it was just 

kind of like a colleague – like, our Child Life Department also sends us cookies at Christmas.”  
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Like the “local species” described in the previous chapter, nurses felt that interactions with 

representatives from these for-profit transport companies were collegial, not marketing-driven, 

due to both the familiarity these representatives possessed and the perception that nurses’ and 

companies’ purposes were aligned.  

Donna, a nurse manager of a cardiac catheterization lab, responded to the question of 

which industries were interested in working with nurses by saying,  

I think the question to ask would be, “[Who] doesn’t?” Because the conference that I go 

to, there’s a huge diversity of vendor exposure, and I’m sure it’s the same with other 

folks, where it’s acuity systems, and staffing systems, and beds and just about anything 

that a nurse manager would need to make a decision about. And whenever you bring in a 

new product . . . those people are on the floor, and you’re interacting with them. 

Donna pointed to all the ‘stuff’ in a hospital – from furniture to equipment to diagnostic and 

monitoring devices to disposable products, not to mention the preponderance of health 

information technology (IT) applications developed for clinical areas – as the purview of nurses, 

especially nurse managers, who were tasked with researching and then evaluating various 

technologies and products for purchase.  

 The industry that appears to target nurses most heavily is the medical device industry. As 

an attendee at the American Association of Critical Care Nurses’ (AACN) annual convention, 

the National Teaching Institute and Critical Care Expo, I collected 56 items of marketing 

materials including postcards, brochures and flyers in the mail in advance of the conference, as 

well as in the attendee tote bag and collected purposively in the Expo hall. The majority of 

marketing was from medical device companies (66%), followed by companies that sold wound 

and ostomy and personal hygiene products (11%), pharmaceuticals (7%) and health-related 
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software (5%). The AACN is the largest nursing professional organization with over 100,000 

members; at their Critical Care Expo, medical device and equipment manufacturers made up 

91% of the technical exhibitors. They exhibited products ranging from disposables like wound 

dressings, to medical devices like intravenous (IV) sets and ventilator products, to durable 

equipment like operating room tables and hospital beds, to integrated “solutions” like patient 

monitors that transmitted information to central monitors or electronic health records.  

Marketing Messages 

 A nurse, wearing colorful purple scrub pants, walks away from the camera, holding the 

hand of a small boy in pajamas (Figure 3.). He is safe, he is cared for, and they are walking with 

purpose, toward something. Superimposed on the pair is the text “Let’s,” echoing the sense that 

the nurse and the boy are to accomplish something together. Hospira, the medical device and 

pharmaceutical company that produced this advertisement, makes a “commitment” on its 

website: “Hospira has been putting patients first for more than 80 years. We are committed to 

continuing to make the investments and take the actions necessary to ensure we’re the strongest 

partner possible for our customers and patients.” Like the nurse to the boy, Hospira is reaching 

out to nurses as a partner, suggesting that together, nurses and Hospira can “Work together, 

Envision, Take action, Make the difference.” Asserting the power of nurses (“Everything you do 

makes a difference”), Hospira suggests that its role is to make the work of nurses easier, to 

streamline nurses’ activities and, in doing so, to “enhance patient safety.” Like a true partner, 

Hospira emphasizes the reciprocity in their relationship to nurses, saying “We’re also here to 

listen . . . so tell us what you need,” urging registered conference attendees to stop by the Hospira 

booth at the Critical Care Expo. It is difficult to ascertain from the postcard exactly what product 
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or service Hospira is actually selling; instead, the power of nurses, particularly with Hospira at 

their side, is foregrounded, as are priority nursing concerns such as workflow and patient safety. 

Figure 3. Hospira advertisement “Let’s”

 

Figure 3. Scanned image of marketing postcard received as registered AACN conference 
participants. Copyright 2014 Hospira. 
 

In an analysis of the messaging in the marketing materials I received, I found the most 

prevalent messages included those that related to education or information (71.4%); ease, 

convenience, or enhanced workflow (60.7%); and quality of care (53.6%). Education-related 

themes included those suggesting that recipients had a knowledge deficit about a phenomenon or 

emphasized learning or professional development (e.g. Masimo’s “Ready Set LEARN!”). Many 

companies identified themselves with education and learning: 41% of the marketing materials 
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additionally advertised educational sessions or offerings. Among these, over half (56.5%) the 

materials advertised accreditation, offering continuing education (CE) credits or “CERPS.”5 

Throughout the study, nurses continued to return to the information and education sponsored by 

industry or offered directly by industry representatives as both the most valuable, and perhaps 

the most problematic, aspect of their interactions with industry. A recurring theme was that 

nurses increasingly lacked access to continuing education through their employers, or that 

hospital nurse educators could not possibly ensure the continuing education and competence of 

their staff without the support of industry. 

Other messages focused on the ease or convenience that products would provide 

including references to time savings, efficiency, ergonomics, confidence in use, or comfort in use 

(e.g. PharMedium’s “Seeing IV drugs just got a lot easier”). Those referring to quality also 

referenced improvements in patient care, better outcomes, and quality in general, though they 

rarely referred to a specific, measurable outcome (e.g. Nihon Kohden’s: “Step forward to better 

care by thinking differently”). Quality was contrasted with the theme of safety (represented in 

30.4% of materials), which discussed assurances against threats such as illness or injury, and risk 

or prevention (represented in 35.7% of materials), which suggested a potential threat such as 

illness or injury and the sense of accompanying alarm.  

 Of interest, about a third of the marketing materials (32.1%) referred to nurses’ power, 

decision making or influence explicitly (e.g. Draeger’s: “Empowering Heroes to Heal”). In the 

following chapter, I will explore in detail nurses’ reactions to this messaging, the specific kinds 

of power and influence that industry targeted, and nurses’ own experience of their power and 

influence within the world of the hospital. 

                                                
5 Continuing Education Recognition Points for industry-sponsored education not meeting the full 
criteria for CE credits. 
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Why Nursing? 

One hospital’s Director of Materials shed light on industry’s interest in interacting with 

nursing: 

And so all these sales things were happening, which, traditionally, and a lot of literature 

on how it’s marketed to physicians, but here it happens tremendously to nurses, because 

the nurses are on the front line: a) they’re here all the time and accessible; b) they’re 

dealing with the patient directly; and c) they’re are the ones that sit on the [Value 

Analysis] Committee. 

Industry, according to this administrator, was interested in marketing to nurses because of their 

accessibility: nurses were omnipresent in the hospital across all clinical areas, but also had direct 

contact with those who were industry’s ultimate consumers – patients and those making hospital 

purchasing decisions.  

Nurses also suggested that marketing to nurses was not a new phenomenon. Grace, 

working in ambulatory care, suggested that historically, interactions with industry were even 

more prevalent: 

The nurses used to do a lot of work with industry before, when there was money in 

industry. I only have contact with them maybe once or twice a year now. Then, it was a 

few times a month, and we would hold focus groups. We would be part of focus groups, 

we would work with marketing, we would work with sales, we would work with their 

scientists. But that's really changed a lot. They just cut everything out; there wasn’t any 

more funding – the industry cut. Hospitals always had that fine line – more like a solid 

line of not having them come in. So we used to do all this stuff outside of work. 
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Grace pointed to a past pharmaceutical ‘heyday’ in terms of resources spent on clinicians and 

sponsored opportunities for professional development, describing all-expenses paid weekends to 

participate in market research, which she used as an opportunity to network with and learn from 

other colleagues working in ambulatory care. She continued to have regular contact with sales 

reps in the clinic and through clinical projects she pursued in her off hours, but perceived that the 

frequency and extent had greatly decreased, attributing it to the economic climate.   

Maria, currently an Infection Control nurse, had begun her nursing career in the 

Operating Room (OR). She asserted that nurses had long been in charge of large purchasing 

budgets and responsible for ensuring the availability of equipment and supplies. This meant that 

nurses have had a long history of interacting with industry and that it had been a relationship of 

mutual reliance:   

My other interactions were through the OR. Interestingly enough, my mother did the 

same thing, she was an OR nurse who then worked in Central Sterile Supply [CS] and 

Purchasing. So nurses for decades in the OR industry have been tagged as the ‘money-

managers’ and you can talk to a surgeon all you want, but if you want to get something in 

the OR you better be talking to the nurse in charge and the nurse in charge of CS. So 

when I was in the OR, I had that same kind of a thing as well. If someone wanted to bring 

in a new piece of equipment, a new instrument, we did our own ordering of supplies, if 

we were running low, we would call the vendors and say, “We need this now! And you 

need to come with it because we haven’t used it a lot and you need to help this 

physician.” So I’ve always interacted, from the time I hit the OR.  

Others, too, asserted the purchasing power of nurses within hospitals, particularly in areas with 

high rates of technology adoption like the OR or cardiac catheterization labs (cath labs). The 
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exhibitor prospectus for the American Association of periOperative Registered Nurses (AORN) 

advertised the “purchasing influence” of its attendees to prospective exhibitors stating, “74% 

indicated they are involved in or have direct control over the purchasing decisions within their 

facility.” Thus, nurses themselves were the objects of marketing by professional associations, to 

become, in turn, the subjects of medically-related industry’s marketing. 

Nurses’ Expert Knowledge: “Human Factors” 

In contrast to the themes of ease, convenience of use, time savings and subsequent links 

to quality, few marketing messages featured quantitative outcomes or data referring to efficacy, 

safety profiles or side effects. Julie, the VP of Marketing at a pharmaceutical packaging 

company, described instead the “human factors” which were the focus of her marketing to 

nurses, but also the focus of feedback she solicited from nurses. Speaking about medically-

related industry more broadly, she posited,  

You’re only going to drive these great outcomes through human factors. Or it’s going to 

be huge drug discovery stuff, you know? You’re going to have a drug from a company . . 

. that cures Hep C, okay? And this isn’t, “They're going to help you live with your 

chronic disease.” No, you’ve got these guys, “No, we’re going to cure Hepatitis C.” So 

it’s either going to be big drug discovery moments, or it’s going to be, “How do we 

figure out ways to improve human factors around what you guys do?” 

For Julie, other than the grossly expensive and elusive drug discovery, the market was driven by 

“human factors.” “Human factors” included considerations of workflow and how to streamline 

clinical processes, how to design products for optimal safety of use, and how to save nurses’ time 

during clinical activities. To understand these human factors meant spending time with nurses, 

for example, to understand  
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What’s your day look like? How complex is your environment, really? Those little things 

that you spend a lot of time on, that we can pull out and get you more focused at the 

bedside, we’re going to spend a lot of time truly trying to understand that with you folks. 

From a marketing perspective, however, understanding “human factors” was also essential to 

ensuring that consumers were interested in a product and then adopted it into their clinical 

practice. For Julie, this meant understanding:  

What should this thing look like? How should this thing emotionally help you feel good 

about wanting to use it? How does this thing, from a human factor standpoint, reduce 

workload? Increase workload? And if it does increase workload, what are all the 

emotional issues and tangible things like that to get our arms around so that you guys do 

adopt it. 

In order to connect a product’s price to its value, Julie understood that it had to be tied to day-to-

day activities, built into a nurse’s day, and be something that he or she felt good about using, a 

helper in the day’s work. She was really interested in establishing an information exchange – 

citing the value in nurses’ knowledge and the pleasure of their candid approach to feedback – so 

that “collaboration” occurred, as she termed it, resulting in industry bringing the end user 

something of “value, that you want to use, that you want to embrace, and it does make you guys 

more efficient. You do have better patient outcomes.” Her industry is at a “crossroads,” she 

explained, in terms of having to confront rising health care costs and so had to increasingly prove 

value in their products; “We have to figure it out together, collectively,” she emphasized. 

Grace, an ambulatory care nurse, characterized the attention she received from sales reps 

as similarly focused on these “human factors.” In these cases, she as a nurse was the conduit for 

information related to the patient’s experience with a medication. Industry representatives came 
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to understand that they relied on her not to write the prescription, but to ensure that patients were 

able to fill that prescription and then were compliant with their treatment regime, ensuring that 

the prescription would be re-filled as many times as possible. She explained that industry 

interactions were 

Nurse-focused when it has to do with the patient experience. They don’t talk to the 

physicians about the patient experience. They talk with the physicians about efficacies, 

action, the effects and findings of the studies . . . They really want to know [from the 

nurse], “How are the patients really doing with this? Do patients really take it? Do they 

pick it up from the pharmacy? Are they having trouble?” 

When it came to things like insurance coverage or authorizing a non-formulary drug, it was the 

nurse who coordinated filling the prescription once the physician had written it. Grace related 

having to do “a lot of teaching” with sales reps regarding the patient population at her public 

institution, explaining  

This is a non-formulary drug. You have to remember where you are . . . if you want to 

talk about our patients here – if you want to do anything for us – you’re going to have to 

come up with some kind of plan . . . It’s like, “You have to come up with this stuff. 

Otherwise, you guys are not going to move anything.” 

Grace’s teaching resulted in the sales reps collaborating with the pharmacy, bolstering patient 

assistance programs and providing contact persons at the company and doing “a huge amount of 

homework on what was covered under Medicaid, what was covered under Medicare.” The result 

was that patients had better access to a very expensive infusion – but also that these sales reps 

were promoted within their own company. Grace, noting the value of this information and these 
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insights to industry laughed, “A lot of our reps got promoted because of that stuff. A good 

number of them just were like, high flyers. High rollers. They became management.” 

Many participants had participated in market research or acted as a consultant to industry 

in some capacity; however, each of them shared this experience as a unique occurrence, 

suggesting it was both uncommon and that they were specially selected for the experience. This 

suggested that although Julie and other marketers benefited from nurses’ candid feedback, nurses 

were afforded a sense of exclusivity and inclusion as a valued expert. Saul, a nurse educator an 

academic teaching hospital, was on retainer as a consultant for a pharmaceutical packaging 

company, but also regularly participated in market research. Referencing a company that makes 

bedside monitors, he explained, “Before they made their monitor, they select[ed] across the 

country very few nurses, we met with them in a very close environment with cameras rolling.” 

The experience felt exclusive: “They are not going to ask a med-surg nurse to be giving a 

medical engineer, ‘Oh, okay, this is the way this monitor has to be made.’” Not only did Saul 

feel this experience was exclusive in terms of the “very few” nurses selected to participate, but 

that his specific expertise was recognized and highly valued.  

Ashley, a nurse educator, had been heavily involved in her hospital’s customization and 

implementation of a new EHR. The company that sold them the EHR invited her to join their 

users group and paid all her expenses to attend the users group meeting as a speaker. Ashley 

noted, “It’s a different world. It’s not something that nurses usually get to do.” She was 

impressed by the “free food” and the “Nurses Advisory Council” and that “they are really 

welcoming.” The company essentially provided Ashley with a countrywide network of other 

professionals working with this particular EHR and they were invited to share their experiences 

training clinicians and staff on use of the new system. Although sponsored, and recognizing that 
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“they don’t pick people that totally pan the system, because why are you using it if you pan it?” 

Ashley felt that the experience was valuable because it was the users who got to speak: “Their 

entire speaking strategy is maybe 4% – like, nearly 1% of the stuff that they have, very little, is 

them [industry representatives] talking . . . But they do pick people that honestly evaluate how 

they’re doing.” For Ashley, industry provided a forum in which professionals could share 

experiences with a product in a welcoming and honest atmosphere. However, participants who 

participated in what was essentially market research (paid or unpaid) also liked that they were 

valued for their expertise and were given the opportunity to voice it – something that Ashley 

noted is “not something that nurses usually get to do.” 

Conclusion 

Nurses interacted with multiple industries in diverse ways in the course of their day-to-

day practice and this was neither a recent nor an uncommon experience. RNs described similar 

kinds of relationships with industry to those reported by physician and nurse prescriber 

colleagues (Campbell et al., 2010; Grundy, Bero, & Malone, 2013; Ladd, Mahoney, & Emani, 

2010; McNeill et al., 2006). However, many participants did not initially identify with having 

“industry interactions” and it was only upon conscious reflection that they related closely with 

this experience. The blind spot was even more pronounced among hospital administrators who 

generally asserted that nurses did not interact with industry. The fact that so many study 

participants additionally engaged in outside activities with industry including serving on industry 

Speakers’ Bureaus, participating in paid market research, and attending industry-sponsored 

dinners and presentations, suggests that these activities are not disclosed to their employers, and 

likely that there is no mechanism by which to do so. The ubiquity, yet institutional invisibility, of 

nurse-industry interactions is perhaps the central tension that emerged from this work. This 
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suggests that interactions with industry are normalized and embedded in nursing practice and 

lends support to the idea that what is objectively an interaction between a nurse and an industry 

representative is not experienced in the language of policy on “industry relations.”   

Although not at the forefront of nurses’ or administrators’ consciousness, interactions 

with nurses are of great interest to medically-related industry. Nurses provided a unique 

perspective on the patient experience and the workings of clinical practice. They were both 

widely available to industry and in direct contact with patients and those making institutional 

purchasing decisions. Nurses possessed particular knowledges, grounded in practice, that were 

essential to industry in the current business and regulatory climate that emphasized “value.” 

These knowledges helped industry to increase the affective response to a product, as in 

“emotionally help[ing] you feel good about wanting to use it,” ensuring the buy-in of end users 

and potentially a wide base of support for a product. Nurses also possessed intimate knowledge 

of the “patient experience,” which has become of great interest to hospital administrators in the 

form of the HCAHPS (Hospital Consumer Assessment of Healthcare Providers and Systems) 

survey, a quantified, public representation of patients’ experiences with a hospital (Centers for 

Medicare and Medicaid Services, 2014). “Human factors” also enabled marketers to grasp the 

nature of that which comprises a large portion of hospital budgets: nursing labor. The widely 

held belief that nursing labor largely represents significant cost rather than quality or “value” is 

promoted by medically-related industry6 and the lack of economic visibility for nurse clinicians 

due to the hospital billing practice of lumping nursing services with “room and board” (Lasater, 

2014). Thus, knowledge of nursing workflow enables marketers to frame marketing messages in 

                                                
6 See the recent study by the industry think-tank The KPMG Healthcare & Pharmaceutical 
Institute (Baker & Nouel, 2011) that suggests that nursing labor costs are highly significant and 
greatly underestimated.  
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terms of time savings, efficiency and reduction of waste. In all, knowledge of these “human 

factors” enables marketers to build a fiscal case for “value” without addressing price and to 

create the perception that industry goals are in alignment with those of hospitals. 

Nurses were eager to participate in information exchange with industry, suggested both 

by the preponderance of education-related marketing messages targeted at nurses and the 

elevation of status associated with participating in market research-related experiences. 

Marketing experiences gave participants the sense that their expertise was valued and a feeling of 

being heard. Nurses themselves, however, did not always understand their value to industry and 

sometimes struggled to understand the intent of marketing directed at nurses. In the chapter that 

follows, I suggest that the world in which nurses practice has conditioned them to reject the 

identity of “decision maker” and consequently, to frame their power in more indirect and elusive 

terms such as “influence.” This made the experience of marketing more ethically neutral as 

nurses struggled to understand how marketing could bias their practice when there was no 

decision making to influence. The constraints, which conditioned the way nurses could talk 

about and exercise their authority in clinical practice, created conditions whereby the experience 

of interacting with industry in fact opened up possibilities for nurses in their practice.  
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Chapter 4 

The Influence of the “Inside Man” 

In discussing this project, I have often heard the question posed, “If nurses do not 

prescribe, why does marketing to nurses matter?” The tacit assumption here is that despite being 

the sometimes target of marketing by medically-related industry, nurses have little to offer in 

terms of power or control over resources, unlike their physician or other prescribing 

counterparts. However, as described in Chapter 3, “We Interact Very Heavily,” interactions with 

nurses were of great interest to industry representatives, as they perceived nurses to possess 

unique knowledges about the day-to-day function of hospitals and the needs of patients, 

characterizing nurses as important institution insiders.  

To my surprise, even nurses who identified as recipients of marketing initiatives 

frequently had trouble deciphering the intent of this marketing, questioning why industry would 

allocate marketing resources to a nursing audience. In speaking with nurses, it was apparent that 

they did not identify as individual decision makers, thus, there was no “decision” for marketing 

to sway. Rather, they described their ability to effect change, to control resources, or to 

determine practices as “influence,” which did not reconcile with what they believed a “decision 

maker” to look like. Further, nurses described practicing within hierarchical institutions in which 

the knowledge, control and authority they did possess were frequently constrained. Nurses 

instead enacted “workarounds” to these constraints, working between formal structures and 

pervasively mobilizing relationships to acquire the necessary resources. 

Nursing has long been defined by the practice of balancing multiple, conflicting interests, 

characterized as “working in-between” (Bishop & Scudder, 1990; D'Antonio, 2010; Freidson, 

1970; Reverby, 1987; Varcoe et al., 2004). Freidson (1970), in his sociological study of the 
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medical profession, characterized the nurse as “the intense focus of conflicting perspectives” (p. 

126) because the work of the nurse requires balancing individual patient needs and individual 

physician orders with the aggregate needs of the unit population and the resources he or she has 

available. Historically, nursing interests and practices have both been constitutive of and greatly 

shaped by the political economy of the hospital as an institution and the authority of the medical 

profession (D'Antonio, 2010; Reverby, 1987; Rosenberg, 1995). Reverby (1987) argues that 

ultimately, these social forces have failed to create conditions under which caring practices are 

valued. At the same time, although a nursing identity frequently finds little validation in wider 

society, nursing practice has opened up possibilities for individuals with diverse gender, racial 

and class backgrounds as a means to elevate one’s educational, social and economic status 

(D'Antonio, 2010).  

The position of “working in-between” has been characterized as one of constrained 

agency (Yarling & McElmurry, 1986) and a source of moral distress (Varcoe et al., 2004), but 

also a privileged position of power as an individual thus positioned is able to shape the context in 

which decisions are made (Bishop & Scudder, 1990; Freidson, 1970). While scholars have 

argued that this kind of power is not commensurate with autonomous practice (Freidson, 1970; 

Yarling & McElmurry, 1986) and is at most, enacted through a “cautious moral agency” (Varcoe 

et al., 2004, p. 322), it is also characterized as a complex system of bargaining among physician, 

patient, management and staff interests, and nurses are acknowledged to hold a significant 

balance of power in determining bargaining outcomes for patients and staff (Freidson, 1970). 

One who is thus positioned is strategically placed, possessing multiple knowledges and a set of 

practices that enables the translation and transmittal of these knowledges, and advocacy of 

interests (Bishop & Scudder, 1990). 



 116 

In this chapter, I explore the ways that nurses attempted to reconcile the nature of their 

practice, which involved “running the hospital” and the complex care of patients, with the 

discourses that circumscribed this practice to a sphere of lesser importance and authority. I 

describe the ways that industry representatives successfully interposed themselves into systems 

of existing institutional relationships, structured by clinical and institutional hierarchies, and 

sometimes provided nurses means to create workarounds to hierarchical constraints on their 

practice. In exchange, industry representatives gained access to institutions through 

knowledgeable insiders, establishing flows of information and resources. For nurses, access to 

industry resources opened up possibilities within their practice and participation in marketing 

was a validating experience, which contrasted with their daily experiences of working “in-

between.” 

“I Sort of Wonder Why They Invite Us” 

 Many participants explicitly asserted that they did not make decisions around treatment 

or purchasing, both of which would have made them desirable targets of marketing. However, 

these same nurses were frequently direct conduits to decision makers, had direct influence over 

the success of a product within an institution among end users, or served as requisite gatekeepers 

in a decision-making process. I came to realize that to nurses, their work did not look like 

“decision making.” They narrated decision-making processes using a collective “we,” their 

actions as participatory, and the interests they balanced as multiple as they took into 

consideration patients’, nurses’, and the hospitals’ interests. Decision makers, in contrast, were 

seen as individuals with formal authority, such as signatory power.  

Cherie, a staff nurse at a private community hospital, had enjoyed a “night out,” she said, 

with colleagues during a recent pharmaceutical company-sponsored drug dinner. She had 
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enjoyed the benefits of a meal at a restaurant she could not typically afford, a chance to socialize 

in a relaxed atmosphere with colleagues, and a chance to learn about new pharmaceutical 

treatments. But it had left Cherie wondering why nurses were included in such events:  

If we don’t have the persuasiveness power to determine what drugs for the patients to 

use, I don’t see what benefit, why the reps would want to have us go to these talks. I 

really don’t. Like, for example, the stroke talk, I really don’t know why. We think of it as 

like a free meal. 

Yet, in the next breath, in response to my question as to whether she could provide an example 

from her practice where she influenced treatment or gave feedback to a physician, Cherie said, 

I’ll tell the doctor that, “Hey, I’ve been with this patient for the past 12 hours yesterday 

and I’m having the patient again and I really think, you know, so-and-so medication, or I 

think not that medication” . . . I would say I know the patient more than what the doctors 

will know, in terms of the length of time that I spend with a patient.  

Although Cherie could rapidly draw examples from her practice where she directly 

recommended a medication or a change to a treatment plan based on her clinical expertise and 

assessment of the particular patient, she did not perceive marketing to be directed at her and was 

mystified, though appreciative, at her inclusion in such events. Despite identifying her important 

role in determining a patient’s course of treatment, Cherie maintained her position that without 

prescriptive authority, she was of little interest to industry. 

 At the Critical Care Expo, part of the American Association of Critical Care Nurses’ 

(AACN) National Teaching Institute, I spoke with a couple of staff nurses for whom the Expo 

was the highlight of the annual conference. The Expo was an exciting opportunity, one 

explained, to “see what is out there” and to learn about new technologies and products used at 
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other hospitals. Both nurses characterized themselves as window shoppers – interested, non-

committal, enjoying the experience. Each asserted that not only were they not there to “buy,” but 

that they did not make purchasing decisions. One nurse said, “I don’t have a say, well, some say” 

about products; that she hesitated suggested, like Cherie, that she both rejected a decision-

making role and had participated in decision making, and that this contradiction was unresolved. 

Another staff nurse, who had just spent three hours in the Expo Hall, echoed this, explaining, “I 

don’t make the decisions. Well, I guess I can sit on that new [Value Analysis] committee.” This 

nurse loved the Expo because of the plethora of free samples, which she liked to take back to her 

hospital to pass on to the unit educator or nurse manager. At each booth, the nurse explained, the 

sales rep would scan her identification badge, thereby gaining access to her institution’s name 

and her email address, and would subsequently forward product information on to individuals at 

the same hospital who sat on the purchasing committee. Whatever decision-making capacity 

these nurses had in terms of bringing new products to their hospital felt indirect and minor, 

though they embraced their role as a conduit for product information and samples as 

unproblematic.  

Nurses still rejected the characterization of “decision maker” even when their job 

description dictated that they act as institutional gatekeepers or designated them as having the 

authority to approve decisions. Instead, participants’ narratives of decision-making were related 

as a collective process and their role as merely participatory. Maria, an Infection Control 

specialist and former OR nurse, described herself as a requisite gatekeeper in the purchasing 

process, noting that as the Infection Control representative, she was “involved in all interactions 

for purchasing of supplies and items and actually even some pharmaceutical issues as well.” She 

explained,  
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Vendors know that anything having to do with cleaning, with direct patient care, where it 

will come in contact with the patient physically, with equipment, with furniture, that all 

has to be approved through Infection Control before it’s supposed to come into the 

hospital. 

Nearly every device, piece of equipment or even furniture had to be approved by Maria as the 

Infection Control representative on all the hospital’s purchasing committees. Yet, Maria 

emphasized,  

I’m very clear with everybody, I have no purchasing authority. I have no purchasing 

power, but I make recommendations. My opinions get documented in the minutes, my 

concerns get documented in the minutes and then they have to be addressed before we 

make a final decision to go with a company or against a company. 

Rather than naming herself as a decision maker in the purchasing process, she described her role 

instead as “involvement,” suggesting that she was merely part of a collective process. Maria’s 

concerns had to be formally documented in the purchasing committee’s minutes and addressed 

by the committee before an item could be purchased; thus, a decision could not be made without 

Maria’s assent. But she still rejected the label of “authority,” and this was very useful to her in 

her interactions with industry, allowing her to deflect some of the marketing attention she 

received from sales representatives by emphasizing to reps her lack of purchasing power.  

Vera, a critical care Clinical Nurse Specialist (CNS), struggled to articulate the impact 

she had on the purchasing process and did not identify as having purchasing authority, yet she 

sensed that the impact of her “indirect” influence was significant clinically and fiscally. Among 

many projects, Vera managed her hospital’s Continuous Renal Replacement Therapy Program, 

which involved training the staff nurses on the use of complex equipment, working with the 
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nephrologists to develop the policies and procedures around the therapy, and ensuring that the 

technology was up to date. While acknowledging that nurses could not order a particular therapy, 

in contrast to a physician, she asserted that the collective financial impact of decisions made by 

nurses was evidence enough that these decisions were consequential and of interest to medically-

related industry. However, she elucidated the difficulty in understanding how marketing targeted 

at nurses could shape critical treatment decisions. Vera explained,  

It gets lost in the “I didn’t buy this, I’m not ordering this drug. I’m not ordering even this 

therapy,” so it gets lost in, “Well, how are you this remote kind of nurse?” “Well, I was 

leading the clinical evaluation, but I don’t prescribe the therapy.” There’s no direct link 

back to me in terms of, “I got this device in here, and all their fluids,” and it’s a big 

business for that company, but I don’t control the volume, whereas physicians and 

providers do, and so there’s that. There’s not a direct link there, but if you looked at how 

much we’ve paid for different therapies or device or supplies, that’s a big chunk of 

change. 

Vera described her influence as indirect and any decisions she made as collaborative, thus it was 

difficult to trace the link from marketing to its effects in the context of nursing practice. In 

contrast to a pharmaceutical sales call linked to an increase in prescription volumes, Vera 

characterized her influence over institutional decisions as “remote.” Yet, her actions were 

foundational to all the other “direct” actions that followed: Vera researched the available pumps, 

selected the pumps to trial, led the clinical evaluation, and selected the pump that fared best 

during the evaluation. Once this pump was purchased, Vera was responsible for ensuring that 

staff nurses could safely and competently operate this pump, contributing to the success of this 

therapy in the care of patients with renal disease.  
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During a focus group at a public, academic teaching hospital, a group of staff nurses also 

debated the question: why would industry target nurses? Lorraine, a senior staff nurse with over 

30 years of experience, worked on an oncology unit. She told the group about the pharmaceutical 

dinners she was frequently invited to by sales representatives, though she conceded, “I sort of 

wonder why they invite us because we’re not prescribers, and we don’t really have anything to 

do with what drugs get given.” Abigail, a young emergency nurse interjected, “That’s not true!” 

Lorraine asked quizzically, “Really?” Abigail, clarifying, said, “Don’t you go to doctors, and 

you’re like, ‘I want this drug! Give me – the patient needs –’.” “Well, not for chemo. I mean – 

you know?” interrupted Lorraine. Abigail, deferring to Lorraine and her experience, retreated on 

her position, conceding her lack of expertise, saying, “Oh, yeah. Oh, yeah, I wouldn’t know the 

first thing about that . . .” I prompted Abigail to share more about the experience she referenced. 

Abigail, tempering her original position, explained, 

I’m always recommending, you know? Or just strongly suggesting, you know? . . I think 

that in some ways, you would kind of indirectly have an influence on what drugs the 

patient’s going to get, or you’ll ask your patient, “Oh, which drug works well for you? 

Obviously, you’ve been going through this chemo for a long time.”   

Abigail, though she attempted to confront the myth that only prescribers make treatment 

decisions with contradictory evidence from her practice, was prompted to articulate the reality of 

her practice in acceptable language that denoted a nurse’s place in a clinical hierarchy. When 

Abigail asserted herself and her influence over treatment decisions, Lorraine, without hostility or 

aggression, gently undermined her position and Abigail stepped back over the invisible line, 

conceding a position of lesser power.  
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According to these nurses, the purpose of marketing was to influence an individual 

clinician’s decision making in favor of the product being marketed. For Lorraine, her invitation 

to pharmaceutical-sponsored dinners, designed to promote the prescription of a new oncology 

drug, was perhaps orchestrated in a spirit of inclusion, but was not effective marketing as she did 

not feel she had any involvement in decisions around chemotherapy treatment. These nurses, 

while exploring the ambiguous boundaries of their practice, relied on shared and acceptable 

language that denoted a lower level of authority than a physician ‘order’ or prescriptive 

‘authority’: recommendation, suggestion, influence. But they also confronted tacit boundaries, 

which they reinforced for one another, and which served to circumscribe the way they could talk 

about – and exercise – the kinds of power available to them as nurses.  

Nurses were unable to reconcile why industry targeted nurses given these diffuse, 

informal, and lesser powers. Further, they wondered whether it was even possible for a nurse to 

be influenced in his or her decision making, given that they did not really make decisions. Not 

only did nursing’s influence over treatment and purchasing decisions “get lost” in the course of 

collective, participatory institutional processes, but so did the visibility and importance of much 

of a nurse’s work, knowledge and ability to control courses of action, even to nurses themselves. 

Therefore, they vacillated between offering examples of instances where they lacked control and 

those where they wielded considerable power over treatment, purchasing and practice decisions. 

However, they lacked the language to articulate the nature of this power and maintained 

discursive boundaries around the kinds of legitimate authority they could claim to have.  

The Power of the “Inside Man” 

 Instead, participants frequently used “influence” to describe the power with which they 

enacted change in their practice and their institution. “Influence” was also prominent within 
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broader professional discourse. A major theme at the National Teaching Institute, hosted by the 

AACN, was nurses’ capacity to “influence.” The conference featured several sessions about 

influence including a 2-day leadership seminar which was billed as providing “the ideal 

combination of strategies and skills designed to help create profound and sustainable positive 

changes and influence – with or without formal authority,” and the four-part workshop “How to 

Impact Clinical and Fiscal Outcomes.” These sessions were echoed by those provided in the 

Expo hall by industry, GE Healthcare hosting the ExpoEd session “Personal Influence in Pursuit 

of Excellence.” These sessions provided an opportunity for attendees to develop new language 

and skills to advance clinical solutions on a fiscal agenda. However, they implicitly 

acknowledged that many of the conference attendees were not “decision makers,” and sought to 

frame the importance of these skill sets for those “with or without formal authority.” 

I attended the morning “Supersession” of the conference. The emcee had thousands of 

nurses on their feet in the darkness of the massive hall, asking the DJ, “What are you going to do 

for these nurses to pump up the party?” The emcee addressed the crowd, asking them to 

celebrate the “most trusted profession” and foreshadowing the conference’s major theme: 

“leading the transformation.” She acknowledged, “Before, everyone was telling nurses ‘what to 

do’” and invited the crowd to her session later that day on how to “leverage influence.” 

Obliquely referencing power relations that situated nurses as subject to external authority, the 

emcee suggested that it was through “influence” that nurses could provide leadership within their 

institutions.  

She then introduced the two nurses that would be leading the workshop series on “leading 

clinical and fiscal change.” These nurses took the stage, announcing, “Nurses lead the 

transformation day in and day out,” that “we make quality happen” and laughing, “the only 
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reason a patient is admitted to the hospital is to receive 24-hour care from a nurse!” First 

establishing nurses’ credibility, the humor belying the fact that this work is generally 

unrecognized and undervalued, these nurses offered the opportunity to learn a skill set for selling 

a message. They previewed their workshop explaining that nurses could learn marketing skills, 

data sharing and finance “stuff” to help nurses “share their story,” urging the attendees to “talk to 

consumers, to docs, to everyone you know about what nurses do.” This preview implied that 

nurses needed additional skills to “share their story,” especially the obscure “finance stuff,” and 

that influence was conveyed through a marketing process.  

Later during the conference, I attended an ExpoEd session by GE Healthcare titled, 

“Personal Influence in the Pursuit of Excellence.” The speaker explained that influence happened 

at three levels: the personal, the social and the structural. She suggested that nurses focus on the 

personal and the social, acknowledging that the structural was “tricky” and “full of rewards and 

punishments.” She thus reinforced the idea that nurses’ power was most effectively asserted 

through informal networks of relationships and at the individual level, leaving formal structures 

and institutionalized power relations untouched. The nurse speaker then asked whether anyone in 

the audience had experienced “road bumps” in instigating change within their organizations. In 

response to the nodding heads and raised hands, she exclaimed, “Thank God, I’m not alone!” 

She referenced physician and management buy-in, the “reality” of budgets, staff apathy and 

distrust of “the system,” lack of time and ineffective communication. Focusing on “ineffective 

communication,” she explained that this was really tied to the budget, emphasizing that if one 

can “effectively communicate the importance of your idea, you can make a case to raise it on the 

budget as a priority.” This struck me as industry’s insight – that these frontline nurses indeed had 

the capacity to influence the priorities on institutional budgets.  
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Industry was very interested in this kind of influence – influence that had wide informal 

social reach within institutions, intimate knowledge of the organization’s structures, cultures, and 

personalities, and that could work around any obstacle. Julie, the VP of Marketing for a 

pharmaceutical packaging company, outlined her marketing strategy, which took into account 

both formal and informal authority and the way that nurses were key insiders connecting the two. 

Her product – a pre-packaged IV medication, consisting of both the pre-mixed concentration of 

the drug and the infusion set – was marketed to different sets of gatekeepers due to the way that 

budgets were structured within hospitals. Thus, her marketing strategy had to include 

gatekeepers in the pharmacy who were responsible for the purchase of drugs and gatekeepers for 

the medical-surgical budget, who were responsible for the purchase of devices including tubing, 

syringes and disposable products. She emphasized nursing’s diffuse influence, traveling through 

a web of relations:  

And so what’s interesting is you, as a nurse – you essentially straddle both. Because you 

have to use both . . . And you give feedback to both of those departments. That’s why you 

guys are so key to being able to sit down with and understand, because, you’re the main 

artery to the patient. And I think it’s so important for industry to have a relationship with 

you folks, somehow, someway, have better access to you guys, because I think you folks 

can drive big, good decisions in product improvements. 

Nurses existed simultaneously in-between and all over in the way that they “straddled” formal 

administrative units and had constant access to patients. Evoking use of a circulatory system 

metaphor, nurses as arteries enabled the flow of information and channeled their influence 

through these networks. Yet Julie, in emphasizing the need for “better access” to nurses, 

suggested either that existing systems constrained industry’s access to nurses, or that typically 
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nurses were not recognized as having valuable knowledge or the ability to “drive big, good 

decisions.”  

 Similarly, nurses acted as emissaries to the administration for product and resource 

requests coming from their units, clinical specialties and physician colleagues. Physician 

participation on Value Analysis purchasing committees, though welcomed, remained a challenge 

for many committee chairs, and physicians typically did not take part in the committee meetings. 

Many physician requests were funneled into the Value Analysis process through nurses, who 

acted as emissaries for particular product requests. At one of the teaching hospitals, a supply 

chain manager perceived that RNs were “leaned on heavily” by the surgeons to “get the product, 

do whatever it takes,” equating this relationship to a surgeon asking the RN for a scalpel, and 

empathizing that nurses often felt a great deal of pressure to obtain the committee’s approval. 

Acting as the go-between for the surgeon and the purchasing committee, the nurse was 

positioned as mediating surgeon, supply chain, nursing and administrative interests.     

The experience of being “in-between” and all over bolstered the experience of having 

influence, but not being a decision maker. Part of the success of this kind of influence depended 

on it remaining invisible; in some ways, maintaining an indirect characterization of power 

allowed nurses to avoid overt conflict or challenges to existing power relations.  

 Saul, a nurse educator at an academic teaching hospital, worked as a consultant for Julie’s 

pharmaceutical packaging company. He described his credentials for consulting, citing his 

membership in numerous professional societies, his certification in four areas, his decades of 

clinical practice, and his reach in terms of working with “everybody,” including staff nurses, 

student nurses, prescribers and surgeons. The marketing professionals for whom he consulted 



 127 

similarly referenced his knowledge base and his “insight into what is important to the 

stakeholder” as a “key opinion leader.” He explained,  

I do what I would describe as ‘inside man.’ I know this system. I know all the 

pharmacists. I know who is in charge of all of the product . . . I work at the grassroots 

level with clinical pharmacists, with the person in charge of all the processes regarding 

the pharmacologic product. And then I technically and systematically introduce this 

company’s product. You have to be able to sell it. You can’t just say, “Oh, we need to 

change everything overnight.” They want to see the validity, the rationale. If you are able 

to do that without actually saying, “Ok, I’m now representing this company.” 

Saul, as an “inside man,” described his approach as bottom up – beginning at the “grassroots” 

level on the clinical frontline and within department budgets – to introduce the company’s 

product. He referenced the skill set promoted by the AACN leaders during the Supersession, 

explaining that he needed to “sell” the product in a way that made clinical and fiscal sense to 

those making these decisions. Further, he was skillful in promoting the product, as he understood 

that knowledge of his consulting work would color people’s perceptions of the product and that 

it could not appear as if he were “selling” it.  

Saul was an ideal “inside man” as he was situated in such a way that he had wide reach 

among a variety of clinicians and access to early career clinicians (students and recently 

graduated nurses) and credibility within his institution. This enabled a two-way flow of 

information – he could advise the company on how things operated on the “inside” and what was 

important to those who might use the product; he could also “technically and systematically” 

introduce information about the product through diffuse channels, permeating the institution with 
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the product as a trusted “insider.” John, an OR manager, echoed this conception of the “inside 

man” explaining,  

In general, the nurses don’t have the power to purchase, but they can simply try and help 

the rep to understand the system and who to butter up if necessary or who to watch out 

for when they’re trying to get their product in the facility. It just goes on all the time. 

Nurses possessed an insider’s knowledge of the system, which included key information 

embedded within existing interpersonal relationships – identifying decision makers and leaders; 

how to successfully form relationships with these individuals; and insight into their priorities, 

values and preferences. Nurses, used to coordinating multiple interests and orchestrating 

resources, had intimate knowledge of these pathways, which they could help sales reps to 

navigate.  

Constraints on Nursing Practice 

The discourse that nurses possessed limited power in the form of “influence” was 

bolstered by very real-world constraints and shaped by the institutions in which nurses practiced. 

Principally, participants bumped up against constraints on their ability to make decisions around 

the delivery of patient care and that inhibited their control over the resources needed to perform 

that care. Nurses described being subject to the social and cultural authority of the medical 

profession (Starr, 1984). The physician order, in particular, was required for billing purposes for 

a number of practices over which nurses in reality had full purview. Nurses were embedded 

within increasingly corporatized institutional hierarchies, and were subject to cost-cutting 

measures, which structured the allocation of resources in ways that frequently restricted both 

nurses’ authority over and physical access to equipment and supplies used in patient care and 

their own professional development. A hallmark of nursing practice, stemming from practices 
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enacted within such constraints, was the development of “workarounds” to these obstacles – 

from jury-rigging equipment to using physician orders strategically – essentially, working 

around authority. Relationships with industry thus had a liberating element, providing ample 

resources to execute workarounds and to mediate the power relations and structures in which 

nurses were embedded. 

Joan, a registered nurse, had worked in the traditional hospital setting for nearly thirty 

years. Her story is illustrative of the constraints experienced by many participants in their day-to-

day practice. She believed, “From a spiritual sense, that I was called to be a nurse” and “that I 

would never, ever not be a nurse. Given the chance to do it again, I’d be a nurse. I mean nursing 

is in my DNA.” Joan worked her way up through clinical and then administrative roles, always 

looking for new professional challenges, finally taking on a contracted executive role where she 

was tasked with leading the construction of a new specialty hospital. She explained that despite 

“no help” and “no construction experience,” she and her team were extremely successful, 

opening the hospital a month ahead of schedule and becoming accredited in advance of opening. 

But every time Joan tried to propose an innovative idea, she met with resistance from the board 

and felt micro-managed at each and every step. A crystallizing incident for Joan was the 

consternation she experienced from the board of directors when she wanted to use oatmeal-

colored linen in the new hospital instead of the traditional hospital white, a change she thought to 

be fairly insignificant. Joan said,  

I was feeling stifled, even in an administrative role where I thought I had complete 

authority and responsibility. It remained that within the culture and structure of 

healthcare nursing, as I knew it to be, I felt like I had a creative side to me that could not 

contribute in a meaningful way . . . from small to significant, every effort to introduce 
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change or a different way of thinking about leading organizational life, it required due 

diligence of proof on every point rather than the ability to allow me to lead without 

constraint. 

Reflecting, Joan wondered if the undermining of her leadership was due to her contractor status, 

or a lack of trust from the board of directors, but also alluded to her experience in general, that as 

a nurse, “you are rewarded for conformity and not for creativity.” While feeling that she could 

“never not be a nurse,” Joan had hit a ceiling and felt she could not work within healthcare to the 

full scope of her talent and capability. Instead, Joan went to work for industry as a Clinical 

Strategist for a healthcare furniture company. Working for industry as a consultant, Joan finally 

attained the expert status she felt she merited with her wealth of experience and knowledge; 

working for industry allowed her to be, in her words, a “knowledge and thought leader.”  

The ‘Order’ 

Michelle, a CNS in a medical intensive care unit, articulated her frustration with 

obstacles to nurses practicing to the full scope of their practice. In so many areas of practice – 

patient monitoring, wound care, prevention of patient deterioration – she explained, nurses 

conducted the assessments, made treatment decisions, implemented therapies and evaluated their 

outcomes. But at some point during the process, they had to acquire a physician’s order for these 

practices and frequently did so retroactively. Institutions typically required this for billing 

purposes, but also for cost control (Lasater, 2014); the order allowed documentation and 

surveillance of practices that could be submitted for reimbursement. She explained,  

I think there’s a lot that nurses have within their scope, according to the Board of 

Registered Nursing, but that it can get complicated by whether or not we need a doctor’s 

order, when a patient is in a specific institution . . . we have to have a doctor’s order to 
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get a specialty Hill-Rom bed for a patient to prevent a pressure ulcer, when really it’s the 

nurse that’s doing the risk stratification and should be able to make that call. 

Many nurses had become accustomed to practicing in such a way as to circumvent structural 

constraints to their scope of practice. They created workarounds: for example, having specialty 

bed orders written for every patient so that nurses could execute the ‘order’ at their discretion, 

though doing so under the guise of the physician’s. 

Michelle did a great deal of work around electronic patient monitoring, which is a fast-

growing and highly lucrative sector of healthcare including hardware and software that 

continuously monitors patient vital signs, integrates this data with the electronic health record 

(EHR) and provides data analytics. Michelle worked closely with these companies to ensure that 

monitoring systems had appropriate alerts and alarms. Although it was nurses who were 

responsible for monitoring this information, they continued to rely on physician orders to set the 

parameters for patient alarms, frequently resulting in the phenomenon of “alarm fatigue” where 

nurses found themselves responding to multiple alarms during the course of a shift, many of 

which were not clinically meaningful. She expressed the sentiment that if nurses could work 

around these orders and directly with the companies who made the products, that  

The relationship between industry and the nurses could be a lot more straightforward if 

the nurses could more outwardly express the things that they need at the bedside and the 

things that really should be within their control. And then the vendors would be tasked 

with responding to that. 

Because this was not institutionally recognized as primarily the domain of nursing, Michelle felt 

silenced; in contrast, sales representatives were responsive, attuned to her needs, and could 

address clinical problems through the design of their products. Although a patient safety issue 
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like alarm fatigue is complex and has multiple root causes, for Michelle, working with industry 

on product solutions was the most straightforward way to address the problem, in contrast with 

the “tricky” structural concerns such as adjusting the scope of nursing practice, working with 

physicians, or addressing staff shortages and burn-out.  

Control Over Resources 

I recently lectured to a group of masters nursing students where we discussed the fact that 

nurses seldom get to choose the tools with which they work. Noting that chefs own their own 

knives, carpenters bring their own toolbox, surgeons have fueled an industry of “physician 

preference items” and artists choose their own media, we brainstormed other professions who 

were similarly assigned their equipment. The students offered some suggestions: “well cooks at 

corporate restaurants like McDonalds’ don’t have their own equipment”; “in the military people 

don’t get to bring their own armor.” The entire classroom was struck that nursing practice was in 

any way comparable to these examples, but began drawing examples from their own clinical 

practice that echoed the standardization and routinization of corporate contexts, and the 

disciplinary culture and structures of a military hierarchy. I present an exemplar from one of the 

institutions at which I conducted fieldwork to illustrate the realities of the practice of nursing 

within a bureaucratic and increasingly corporatized institution and the ways that nursing is thus 

made susceptible to a particular kind of relationship with industry.  

 Leaning in for a “lean journey.” Site #1 was a public, safety net hospital and was 

undergoing major structural and cultural shifts in light of significant budget shortfalls. Members 

of its leadership characterized Site #1 as late to the party in terms of instituting restructuring now 

common in the hospital industry, including undergoing a “lean journey,” a management 

philosophy pioneered by Toyota Motor Corporation, which focuses on the reduction of waste 
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and the addition of “value.” The other hospitals at which I conducted fieldwork had implemented 

this restructuring; Site #1 provided an interesting case study of a institution going through this 

transition, thus the shifting of boundaries, roles, and power relations was most evident. This 

hospital was also unique in that participants characterized the nurses here as being “very 

powerful,” the institution boasting several nurses among its highest administration. John, a 

nursing director said,  

One of the reasons why I’ve stayed here for so long is that my perception is nurses are 

very powerful here. Personally, I've never looked at physicians – I've always looked at 

them as peers, as not anything else. And that was really important for me throughout my 

career, you know? I don't like the whole hierarchy system either. I really like shared 

governance and magnets and all of those good things. So I don't think that physicians – 

maybe lots of other facilities are not used to a nurse say[ing] to them “no.” You know 

what I mean? Or having some kind of control on them. 

Given that Site #1 was perhaps a model for nursing leadership and power within the hospital 

sector, I was struck at the persistence of historic and gendered power relations, such as between 

nursing (largely female) and supply chain (largely male), and the language available to 

participants in describing the shifting loci of control over resources within the institution. 

Further, because nurses occupied many of the senior leadership positions at this institution, this 

case study is also illustrative of the hierarchies within nursing and the disconnects between 

frontline clinicians and hospital administrators.  

Aries was the administrator who was principally responsible for the arm of this 

restructuring related to materials and supplies. When he took the position, he described 

experiencing a “crash course into the realization of the angst and anxiety that nursing was feeling 
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around supplies.” Nurses were notorious “hoarders”: the antithesis of a “lean” ideal. On most 

hospital units, Aries explained,  

We have stuff in drawers, we have stuff in shelves, we have stuff in nooks and crannies . . 

. It may have happened yesterday, it might have happened ten years ago, but one day 

Materials Management forgot to deliver this, and patient care, and we were running 

around and it was jeopardized. And [nurses] will always remember that. And because of 

that, they’ll always hoard and store, in case we run out of things. 

For instance, if a staff nurse goes to find an item needed to perform wound care and it is missing, 

she is typically unable to replace it; another department, located generally in the hospital 

basement, stocks the missing item. The nurse cannot physically go to where the missing item 

might be stocked because it would entail leaving the unit and the patients the nurse is responsible 

for monitoring. Thus, hoarding behaviors are the workaround to ensure the tools needed for a 

given task are readily available and a response to a lack of control. Joan, the consultant brought 

in by the hospital to conduct a workshop with clinicians and supply chain professionals, 

explained hoarding behaviors as a result of a “lack of trust in the system when we don’t have 

what we need when we need it.” 

 The process that Site #1 was undergoing in the form of a “lean journey” was both about 

gaining control and building trust. The hospital administration sought to gain greater control over 

spend and waste, but also to build trust between the people responsible for acquiring and 

distributing resources and the people using them in clinical practice. Roy, who worked in the 

Materials department, acknowledged the “lack of trust between nursing and materials 

management,” attributing this to nursing’s perception that materials was “part of the 

administration, so ‘The Man is telling us we can’t have this’.” His reference to “The Man” was 
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indicative of an experience of an authoritarian or even oppressive administration and the lack of 

trust as stemming from having little control over needed resources.  

Roy characterized Aries’ efforts to bring clinicians into the purchasing process and to 

engage the nursing leadership around budgets and inventory as “wanting to take back control of 

managing materials, but with that said, want[ing] to engage [nursing] in that process as well.” 

There was thus recognition that staff nurses and nurse managers were essential to this process 

and that without nursing’s buy-in these “lean” efforts would not be successful; at the same time, 

these nurses had not decided to embark on the “lean journey.” The restructuring was imposed, 

but in order to build trust and to ensure its success the administration (among whom nurse 

leaders were included) recognized that nurses had to be brought on board. The key reason that 

nursing was essential to this process was that they had particular knowledge that would ensure 

that the right product was purchased for the right patient and used at the appropriate time, 

ultimately improving staff and patient experiences. Aries acknowledged, “I don’t have the 

background to make that decision. So what we need is strong partners, strong communication 

and partnership with nursing to really start to understand that.” This suggested that the Materials 

administration was not relinquishing control, but was reliant upon nursing knowledge and 

practices to advance its mission. Nursing’s involvement, expertise and power were termed 

partnership, engagement and communication, which reflected nurses’ own representation of their 

power and authority in the lesser terms of input, suggestion, recommendation or feedback, and 

their tendency to instead find workarounds to obstacles created by authority or bureaucracy 

rather than to confront them directly.  
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Workarounds 

Workarounds were prompted by a sense of being cut off from the knowledge, resources 

or authority needed to act; complex adaptations of equipment, relationships or systems were 

enacted to circumvent a given obstacle. By nature, a workaround is indirect and requires the 

cobbling together of various actors and resources that are not intended to go together – a latex 

glove twisted around a syringe delivering chemo therapy to protect the administering nurse from 

exposure; the “third hand” borrowed from a colleague to operate a blood collection system; the 

use of multiple underpads to reinforce the defective product prone to tearing. Workarounds 

create solutions for gaps that are not supposed to exist. Because workarounds are indirect and are 

enacted between and around formal structures and processes, they tend to be invisible, not 

officially sanctioned and treated with a measure of “hear no evil, see no evil, speak no evil.” 

Because they hide these gaps, they also serve to hide the ways in which power relations are 

reproduced and resources allocated. In some ways they are a quintessential example of nursing 

practice, which struggles against invisibility in an economic and political climate that treats 

nursing labor as a cost rather than a value (Lasater, 2014; Welton, Zone-Smith, & Fischer, 2006). 

Workarounds are a different kind of power, a form of creative resistance that looks very different 

than that deployed by formal hospital “decision makers”; the “work” of the workaround goes 

largely unrecognized and thus, is given little value. In contrast, industry highly valued the 

knowledge and know-how of the “inside man,” bringing recognition to the creative powers of the 

workaround and giving voice to those who enacted such practices. 

 Tracey, a critical care staff nurse at a for-profit, private hospital, asked her colleagues 

during a focus group if they remembered an incident with the new ‘smart’ IV pumps that had 

recently been introduced to the unit. The ‘smart’ pumps were programmed with a ceiling for pain 
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medication – 200 mcgs of fentanyl an hour – in an effort to prevent overdose as a safety 

measure. The problem, Tracey explained, was the patient was terminally ill and receiving 

palliative care, and had been prescribed a higher dose of pain medication than was standard to 

alleviate her suffering. Tracey related,  

And so I tried to figure out a hundred ways to Sunday to try and get [the pump] to 

deliver, and it wouldn’t, and I finally said, “I don’t know what to do! I’m frustrated!” So 

plan B, the workaround is, you go get another [pump] and you get 200 out of this one and 

100 out of this one, but it defies the safety process that has been put in place . . . Now you 

have two potential disasters. 

Working on an “off day or an off hour,” with “nobody around that could answer the question,” 

the nurses had opted to increase the patient’s sedation from the standing orders, while keeping 

the pain medication at the lower dose until Tracey created this double pump solution, albeit one 

that they felt was incredibly unsafe and prone to serious medication error. Tracey had eventually 

figured out that the pumps did have a programmed setting, which would allow administration of 

an unlimited amount of medication, but she explained, “I was a belligerent, raging crazy person” 

before she could get a response from either the pump company’s service representative or her 

own colleagues in the pharmacy who were responsible for programming the pumps. Her 

colleagues were equally incensed, noting that they had had the pumps nearly a year and that the 

only way they had learned about this setting was through word of mouth among their nursing 

colleagues. Tracey had to escalate her problem to an uncomfortably vexed level before she could 

have it addressed. Danielle, her colleague noted that this was not an isolated incident and that 

frequently, “You’re working with something that limits you at the bedside. And ultimately, the 

patients suffer for that.” For these staff nurses, their experience of clinical practice was one that 
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was frequently constrained by physician orders, bureaucratic structures, and the increasingly 

technologically advanced tools with which they worked. In the moment, to address urgent patient 

needs, nurses relied on the workaround to circumvent these constraints, yet upon resolution of 

the immediate problem – the patient’s pain – nurses still did not have access to the knowledge or 

training needed to operate a pump that they had not selected in the first place. In fact, Tracey 

took responsibility for this knowledge deficit among her colleagues saying, “Bad on me that I 

didn’t share it.”  

Industry sometimes provided the means to create a workaround when nurses found 

themselves in between formal structures and lacking access to knowledge or resources needed to 

achieve their goals. Anne was the nurse manager of a dialysis unit and described her area as 

siloed from the rest of the hospital due to the high degree of specialization in technology and 

therapy. Recently, she had evaluated a new apheresis machine, used to separate blood cells 

during dialysis, describing the process as  

A nightmare just to get the contract, get the supplies, get the trainer, get people trained, 

validate that this machine is at least as effective as our old machine . . . it’s just very time-

consuming and there’s really no support to do that. It kind of falls to me. 

As her specialty was something of a clinical outlier, acquiring specialty equipment fell outside of 

the system’s normal way of purchasing equipment, and it was left to Anne to fill the gaps in the 

process. Having been “pushed into doing this,” and “not necessarily on [her] timeline” (the old 

equipment had become obsolete due to new regulations), Anne was left to orchestrate the 

purchase and implementation of the new machine, finding the vendor “more helpful than 

anybody else at the medical center.” She explained, “I don’t necessarily think it should be me 

having that interaction [with the vendor], but it’s by default . . . you have to kind of be the go-
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between.” Reaching out to the Lab Department, she was told that she was responsible for the 

validation plan; reaching out to Materials, she was told to get the contract; reaching out to 

Environmental Services, she was told to order the disposal. In the end, the vendor was the only 

other person who existed in the “in-between” spaces and could provide the support to ensure the 

successful acquisition and implementation of a new and essential piece of equipment. The 

vendor was readily prepared to offer support for product research, contract writing, staff training 

and regulatory information, offering Anne a mechanism to accomplish her work around the 

obstacles created by the bureaucracy and providing her access to specialized skills and 

knowledge. In Anne’s view the vendor became more reliable and was more empowering to Anne 

than members of her own institution.  

“It Gives Me a Voice” 

 For many participants, industry provided access to knowledge and resources that they 

otherwise had difficulty accessing. In some cases, industry was the sole source of essential 

resources, without which nurses could not accomplish their work, as was the case with Anne or 

with nurse educators who relied on industry to help train staff on new equipment. In others, 

nurses had a strong sense that industry created possibilities and without it, important initiatives 

like sepsis education programs, would not have been created. Most notably, industry gave nurses 

the sense that their knowledge, judgment and practices mattered, elevating their perceived status 

as clinicians, especially compared with physician colleagues.  

 For example, relationships with industry sometimes offered an alternative to the 

traditionally paternalistic relationships nurses’ had with physicians. I spoke with very few 

physicians in the course of this study and none agreed to be interviewed on record. I did 

however, have the opportunity to sit down with a physician administrator who had been 
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instrumental in developing his institution’s industry relations policy. His perception of the 

relationships between nurses and industry was unique within the study; he described it as 

“offensive.” When I asked him to elaborate, he offered the example of a sales representative who 

taught the critical care staff nurses how to administer a sedative. He was “offended” because this 

sales rep, “had never administered the drug, had never been to medical school,” and explained, “I 

should be teaching the nurses, based on what I order.” By “teaching,” he did not mean it was his 

role as a physician to offer an inservice or clinical mentorship, but rather that the order itself was 

the vehicle for communicating this knowledge; getting drug information from the sales 

representatives was likely a much less patronizing experience for nurses. 

Marketing spaces were one of the few places where nurses’ power and the value of their 

work were explicitly recognized. Including nurses at a pharmaceutical industry-sponsored 

dinner, amongst their physician colleagues, conveyed the sense that nurses were valuable and 

crucial members of the clinical team. Morgaine, an ICU staff nurse, described attending a recent 

drug dinner: 

The presenters were very open to questions from doctors and nurses. Because they 

understand that we’re the ones actually at the bedside administering the drug . . . And 

obviously you’re going to talk to the doctor, but if they’re not there, you’re just going to 

make your own decision based on what your order set is. So they want you to choose that 

drug too.  . . They understand that the nurses, the intensity of the care is as it is and you’re 

the one that’s constantly there at the bedside, so, they want your buy-in. 

For nurses who had to reconcile a discourse of constrained influence with the realities of their 

skilled, knowledgeable and discretionary practice, this experience was refreshing.  
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The experience of interacting with industry where one was treated as a respected, 

knowledgeable professional contrasted with nurses’ day-to-day experiences working in-between 

and under the radar. For Jacob, an oncology staff nurse, interacting with industry conferred a 

great deal of benefit because it made his decision-making capabilities visible and elevated him as 

a clinician to a level where his influence mattered. Jacob explained, “So for me, with these 

[corporate] entities communicating with nurses, I think, to me, in some ways it gives me a voice, 

because it helps me become part of that team. I’m being recognized as a healthcare provider.” 

Interaction with industry gave Jacob the sense of being a recognized and valued member of the 

clinical team – in this way, Jacob found it to be an empowering experience, which opened up 

possibilities in his practice.  

Interactions with industry were valued as sources of scarce material resource, valuable 

information and experienced as conferring higher status as a clinician. Cynically, John, a nurse 

manager noted that although  

Nurses are very valuable, the sad thing is, we earn a huge amount of money, and why, 

you know, would you be impressed with a rep that brings you food from the local 

Chinese restaurant? . . . I think it’s because outside the money, [nurses] don’t get much, 

or they perceive they don’t get much. So anything like that is kind of like a bonus. 

John suggested that nurses’ experiences of being undervalued or having their work go 

unrecognized made them particularly susceptible to marketing initiatives that sought to convey 

appreciation such as being treated to lunch. But beyond the seductiveness of gifts or flattery, the 

constraints within which nurses practiced created the conditions whereby interactions with 

industry were frequently perceived as opportunities – to affect patient care, as the sole source of 
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resources needed for practice, or to establish oneself as a legitimate and valuable member of the 

clinical team. 

Nurses experienced their practice and their agency as collective, processual and taking 

place “in between” multiple interests, frequently grounded in diverse and conflicting logics. 

Working with industry was often experienced as yet another interest to contend with and not 

always the most morally significant in light of the ethical challenges they confronted in their 

clinical practice everyday. In the next chapter, I describe how nurses, to varying degrees, 

recognized their interactions with industry as having a moral dimension and developed sets of 

practices on an individual, ad-hoc basis to manage the practical and ethical aspects of interacting 

with industry.   
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Chapter 5  

The “Rules of Engagement” 

 Near the end of an interview with Maria, an infection control nurse at a public hospital, I 

asked what had motivated her to participate in the study. She responded,  

Nurses definitely interact with vendors. But do they always know how? Cause nobody 

taught me this in school . . . And I’m like, there are rules of engagement and there are 

some vendors that I am very PC [politically correct] with and there are others that, 

because of their background and their education and there’s this trust factor, I may be 

more honest with them and say, “I need help with this, can you come in and bring in your 

resources?” 

Maria pointed to a set of principles – the rules of engagement – that she used to govern the ways 

that she interacted with sales representatives. By referencing the “trust factor” and normative 

standards, Maria disclosed a moral territory. She relied on industry resources, yet implicitly 

recognized that clinicians and industry representatives were working toward different ends. 

Some reps she held at a “politically correct” distance; others, because their background or 

education were more aligned with hers, such as nurses working for industry, could be engaged 

on the basis of a “trust factor.” To achieve her ends, Maria strategically deployed a set of rules to 

ensure that interaction with industry furthered her greater purpose. By greater purpose, I 

reference the ethic of concern – perhaps the fundamental ethic of nursing practice – as in 

“concern with the other, a concern in which the other’s status as an autonomous being is 

addressed,” which calls upon respect for integrity, but also justice, honesty, dignity and trust 

(Vetlesen, 1994, p. 2). 
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Although all of the participants had encountered industry in their practice, few had 

discussed or reflected on their interactions with industry (see Chapter 3); none had received any 

formal preparation or education directly related to interacting with industry. As explored in 

Chapter 2, participants experienced many of the day-to-day situations in which they encountered 

industry representatives as ethically neutral and institutionally legitimate. Yet many nurses also 

experienced an inner disquiet and an ambivalence towards these interactions, which one nurse 

described as her “love-hate relationship” (Grundy, 2013). Nursing scholars have argued that the 

dominance of biomedical and principle-based ethics in healthcare has sidelined the ethical 

challenges arising in the course of everyday practice, making it difficult for practicing nurses to 

see or name many everyday situations as ‘ethical’ in nature (Benner, Tanner, & Chesla, 2009; 

Varcoe et al., 2004). In this case, lacking a formal framework to articulate, understand or 

navigate industry interactions, many participants had developed “rules of engagement,” as Maria 

described, which were enacted on a personalized, ad-hoc basis, often filling in the gaps left by 

formal policies and processes. These practices were grounded in an individual’s practice and 

developed through experiences, but were wholly informal, differing among individuals and 

largely invisible at the level of the institution.  

Many participants referred to “policy” as the basis for how they approached their 

interactions with industry; however, this represented more of a general awareness than specific 

policy knowledge and the vast majority could not name, nor had they read institutional or other 

industry relations policy. They were unsure how these policies affected their particular practice. 

Clara, a pediatric staff nurse, described the sense of remoteness she felt when attempting to relate 

policy to her clinical practice explaining, “I never really felt like it affected me that much that I 

had to necessarily read the fine print. I just vaguely am kind of aware that I should not be taking 
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quote-unquote bribes from companies.” In referencing bribes, Clara suggested a moral situation; 

however, one that was remote from her practice as if it were unlikely that she would confront this 

situation. The moral aspects of interacting with industry were located somewhere beyond Clara’s 

day-to-day practice, articulated in a policy document she had never read. 

Participants expressed the difficulty of perceiving the moral aspects of these day-to-day 

interactions, as they were frankly, so normal and even comfortable. John, a former nurse 

manager in the OR, emphasized the subtlety of the ethical aspects of industry interactions, 

particularly when they occurred on a daily basis, in the context of intense and long surgeries: 

“And it’s endless. And it can be very subtle. You’ve got a very attractive person. They seem to 

have a really nice personality. They’re taking you out and they’re paying for things. The perfect 

friend.” In these instances, working side-by-side, the relationships that formed felt like a natural 

consequence of working closely with a nice and generous individual. Thus, being taken out for 

lunch was not experienced as a “quote-unquote bribe.” In contrast to a rational, explicit 

application of policy or ethical principles to daily practice, nurses instead described the subtle 

feelings that arose in the course of their interactions with industry that suggested they had 

crossed into moral territory. Rather than a conscious realization, nurses described their feelings 

as a gut reaction such as “it just felt slimy to me,” or “there’s something not right.”  

 In the Kantian tradition (and much of Western thought) emotions have been given no 

moral relevance, as they are believed to fall outside the realm of personal agency and are 

characterized as passive (Vetlesen, 1994). Yet emotions play an essential part in recognizing that 

a situation is morally relevant in the first place. Vetlesen (1994) described a moral act as 

comprised of moral perception, moral judgment and then moral action; if one fails to recognize a 

situation as morally relevant, one will not reach the point where the exercise of moral judgment 
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or action is required. Emotion, particularly through the faculty of empathy, enters morality from 

the very beginning in allowing an individual to recognize the features of a situation that have 

bearing on the lived human reality. Emotions “anchor us to the particular moral circumstance, to 

the aspect of a situation that addresses us immediately, to the here and now” (Vetlesen, 1994, p. 

4, emphasis in original). The arena of moral life is not a detached, objective, reflective realm, but 

one of everyday social interactions grounded in experience. Emotions constitute a given situation 

in that through feeling, one judges a situation to be a certain way. Human emotion is interpreted 

emotion, always with room for “maneuver, for further, always further, reflection, pondering, 

evaluation” (Vetlesen, 1994, p. 175). Having an emotion is not static, nor passive; it is rather a 

first, tentative grasp of a situation, requiring further reflection or concentrated effort of judgment 

to become a basis for action. 

 To develop “rules of engagement,” nurses had to translate a gut feeling, essentially a 

moral red flag, into moral comportment in the course of their interactions with industry as well 

as into strategies to manage the comportment of industry representatives in clinical spaces. I will 

use a series of case studies to illustrate that moral perception in the case of interactions with 

industry cannot be taken for granted – that is, that nurses, to varying degrees, recognized their 

interactions with industry as having a moral dimension. Then, through the course of these 

paradigm cases I will illustrate various practices through which nurses managed interactions with 

industry in the practical, but also the ethical sense. Paradigm cases are “strong instances of 

concerns or ways of being in the world, doing a practice, or taking up a project” (Benner, 1994, p. 

113). Analysis of why the particular example stood out can broaden understanding of what is 

possible in terms of practical knowledge, ways of engaging and forms of practical reasoning 

(Benner, 1996), which may challenge existing theoretical understandings (Benner, 1994). 
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Practices are understood to be habitual, embodied, and embedded within social structures; they 

are teleological in nature, in the sense that these actions are value-laden and purpose-driven 

without having to be consciously enacted (Kesselring, Chesla, & Leonard, 2010). Analysis of 

practices discloses not just a set of actions, but the logics and values that guide them, the social 

contexts in which they arise, and the relationships through which they are enacted; in a sense, 

they disclose a certain way of being and an identity for the person who assumes the practice.  

 I seek to explore the triggers for moral perception as it relates to industry interactions in 

the context of nursing practice, which itself, is an inherently ethical undertaking. By ethical, I do 

not mean that a nurse is essentially morally good, nor that nurses always act in an ethical manner, 

but rather that nursing is a practice that takes as its telos, or ultimate end, the care of others, and 

thus, by nature is ethical (Kesselring et al., 2010). I first present a paradigm case, Rachel, to 

illustrate the experience of having an un-doable job and the ways that nursing practice both 

brings nurses into contact with industry representatives and makes them reliant on industry 

resources. For Rachel, her moral concern was her nursing practice; interacting with industry was 

comparably unproblematic and used in the service of her practice. I will then present the 

following identities, disclosed through sets of practices developed to manage interactions with 

industry: the Police; the Business People; the Skeptics; and the Guardian. I conclude with a 

discussion of the context in which all of these practices were developed and enacted and how it 

falls short of providing nurses with the language to articulate their ethical concerns, fails to 

validate nurses’ ethical feelings, nor makes explicit what is at stake in the course of industry 

interactions.  
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The un-doable job: Practice as a moral situation 

Rachel was the wound care Clinical Nurse Specialist (CNS) at a public hospital. She 

consulted on every patient with a wound admitted to the hospital including surgical wounds, 

burns, traumatic wounds, pressure ulcers and ostomies. Rachel had an extensive purview, 

visiting every unit and working across medical specialties; she was the resident expert in wound 

care: 

I get my referrals, usually from physicians. When they accept a new patient to any of the 

units, they would write an order such as “Wound Consult,” and then they would call me. 

There’s nobody else to call. It’s just me. And as well as, I do some rounds. Like in the 

mornings, to just see if any of the patients have been missed. 

A one-woman show, Rachel had “learned to focus on what I need to achieve on that day.” 

Having in some sense an un-doable job, Rachel was both extraordinarily busy and influential in 

her day-to-day work. For industry representatives, Rachel was an important contact, being the 

key voice on purchasing committees when evaluating wound care, personal hygiene or ostomy 

products.  

For Rachel, interacting with industry was about making her practice work. This was 

common among nurse participants who expressed that meaningful aspects of their work would 

not be possible without industry resources: an industry-funded catered support group for people 

living with HIV (Grundy, 2013); a Speakers’ Bureau promoting sepsis education and early 

intervention; ensuring staff competence on newly acquired equipment. Although nurses like 

Rachel were not naïve about the nature of marketing and the role of the sales representative, 

contemplating doing without the resources industry provided produced a moral conundrum as 

these resources could not, or would not, be duplicated by the hospital itself. The relationship with 
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industry was, thus functional and the ethical aspects of the relationships were relatively 

unexamined and unproblematic. For example, Rachel readily acknowledged that the product 

information provided her by sales reps largely consisted of “motivated studies,” referring to the 

fact that most studies showing product efficacy or safety were funded or conducted by the 

manufacturer of the product. Though she noted the limited use of research conducted under 

controlled circumstances for her practice, she conducted her own literature searches, so as not to 

rely on potentially biased research. However, sales reps readily provided samples, which Rachel 

used in her own informal trials and which largely formed the basis of her product judgments.  

Rachel had a reputation among her colleagues for having a great deal of industry 

interaction and for viewing these interactions favorably, a CNS colleague noting, “Rachel loves 

the reps.” When we spoke, Rachel admitted she gave her interactions with industry little thought. 

She received calls, emails and met reps dropping off samples on a daily basis, but these 

interactions were as ordinary as the myriad other tasks on which she had to focus during the day. 

Rather than reflecting a strong favorable opinion of sales reps as her colleagues had suggested, 

Rachel described these interactions more as a resource to be used in her clinical practice. Simply, 

Rachel worked well with certain reps and these relationships became tools in her practice. Just 

like with “anything in life,” Rachel explained, “sometimes you click with somebody, and 

sometimes you do not, and with a sales rep, it’s just like that.” She noted that some of her 

colleagues treated reps as a “nuisance” and seemed to think this rejection of sales reps was a 

poor use of available resources. 

 Rachel communicated wound and ostomy care plans to staff nurses who were responsible 

for caring for these patients directly. As part of her role, Rachel was responsible for ensuring that 

staff nurses were up-to-date in their knowledge and training on wound care products and 
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practices. During recent rounds, Rachel noticed evidence that a new ostomy product was not 

being used properly:  

It’s surfacing that there’s . . . too many types of boxes next to one patient. So therefore, it 

draws me to conclude that the nurses don’t really understand, “Okay, this stoma should 

go with this bag, and this stoma should go with this bag.”  

The nurses’ lack of knowledge regarding the correct ostomy product was a barrier to Rachel’s 

successful care of patients with ostomies. But, knowing the limitations of her time and unable to 

be omnipresent to support staff nurses on all the units, Rachel engaged the sales rep to provide an 

inservice update. It was crucial that Rachel had ongoing relationships with sales reps because she 

recognized that they could fill gaps in clinical practice that neither she nor the institution (a 

publicly-funded safety net hospital) could fill. The institution contracted for the initial inservice 

during the purchasing process, but Rachel knew that education needed updating “constantly,” 

since “nurses come and nurses go” and sometimes, Rachel explained, “I need the rep to provide 

me with some kind of inservices on a limb.” One of the most important functions of sales reps 

for Rachel was supporting the use of the product among staff nurses through the provision of 

inservices and 24/7 product support. They became an extension of herself, a surrogate for her 

knowledge and expertise:  

For instance, I leave [on vacation] for a month, so they need to have a number that they 

can call and say, “I am missing this bag or this bag,” or, “I have no idea how to use it. I 

have a problem with this equipment. What should I do?” They need to have this 

relationship as well. 
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It was her hope that relationships with vendors could be a tool that all nurses, especially staff 

nurses, could integrate into their practice: “The nurses should be able to call that rep as well and 

create that relationship, because I’m not here 24/7.” 

It was important that she had good relationships with industry representatives so that she 

had quick access to resources for her practice. For example, if she felt her staff could benefit 

from some education about a product, she could call the sales representative and essentially order 

the service she required. Recently, she had assessed that the staff nurses needed not only an 

update on the use of an ostomy product, but also a refresher on the scientific theory and evidence 

for this type of care. Rachel had called the sales rep for the product, but communicated her need 

for a company representative with a nursing background who could provide teaching related to 

pathophysiology, nursing assessment related to when to use the product, and specific skills, like 

measuring and fitting the collection bag. The company thus sent their wound specialist RN to 

Rachel’s hospital to conduct more in-depth inservices related to these products. 

Rachel saw herself as the agent in her interactions with industry – the interaction 

depended on her willingness to “buy,” and her motivation to work it into her schedule. She 

explained, “I would not meet with them unless I really need to change [a product] . . . I mean, I 

get really very busy, that’s all. But trust me, if I really want to change something, I’ll chase them.” 

She described a silicone dressing that she was currently trialing on patients to evaluate whether 

the hospital should purchase this product, noting, “now that I’m checking on the silicone 

dressing, I seem to have time to always see [the rep].” The sales rep she most enjoyed working 

with was a woman with whom she had previously initiated several changes in skin products 

throughout the hospital. She explained,  
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She accommodates my time, and she’s very respectful. So for instance, if I say, “I do not 

have much time. Can you drop me this and this and that?” – I’ll meet her downstairs, and 

she literally will just drop it off. So I find that the best reps are the ones that do not 

necessarily hunt me down, but most likely just accommodate my time. 

She described sales reps that had harassed her with countless emails and phone calls to the point 

where if she heard their voice on her voicemail, she would simply delete the message. She 

described this as “kind of sad” as if it represented a loss to her, indicating that the interaction 

itself was a valuable tool, provided that it accommodated her time and practice needs.  

 “Rules of engagement”  

For other participants, however, the interaction with industry was morally significant in 

and of itself, in that they perceived it to have implications for the well being of patients, the 

institution, or even the greater public construed as the taxpayers. Although engaged in a similar 

relationship with industry in that aspects of their nursing practice required that they interact with 

industry or depended on industry resources, for these participants, the relationship was ethically 

problematic, and they sensed an inherent threat. This sense of threat, which enabled the 

identification of these interactions as morally significant, also prompted the development of 

“rules of engagement,” designed to manage these interactions in such as way as to mitigate the 

potential for ethical and sometimes physical or financial harm. In the course of their narratives, 

nurses identified social influences that primed them to identify industry interactions as morally 

significant, including mentorship, familiarity with institutional policy, past experiences working 

in industry, and “close calls,” which were negative, personal experiences with industry that 

served as crystallizing events. I present the following paradigm cases as a way to explore the 
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conditions for moral perception and the ensuing strategies nurses developed in an effort to enact 

moral practice: the Police; the Business People; the Skeptics; and the Guardian. 

The Police  

 Cassie, a nurse educator in the OR at a private teaching hospital, introduced herself to me 

as the self-appointed “Compliance Person/Guardian Angel,” admitting that this was a “pretty 

ugly job.” The OR was a high-traffic area for vendors, she explained, where “it’s not unusual 

that on any given day, we have five to seven – even more – vendors in our ORs giving 

consultative information to physicians, as well as god knows who’s trolling around trying to sell 

things.” Because of the particular vulnerability of patients in these spaces – to breaches of 

privacy and dignity, infection and other adverse events – institutions had, or were in the process 

of developing, more specific and restrictive rules to govern sales reps’ access to and conduct 

within these spaces as compared to other areas of the hospital. Participants like Cassie, 

exemplifying the Police, had developed policing practices to enforce these department-specific 

rules in day-to-day practice. While using institutional policy as a justification for enforcing 

particular comportment among clinical staff and sales reps, the Police, however, had no real 

authority to levy consequences for a breach of the rules. Therefore, the Police maintained a sense 

of vigilance against an ever-present threat reflected in their language and behaviors, which 

suggested a defensive stance that reflected their own moral vulnerability.  

The job of policing vendors, Cassie explained, frequently felt “ugly” and was “annoying” 

both in that policing was required despite the apparent clarity and simplicity of the “rules” and in 

the unpleasant nature of the practice itself. Cassie had a very specific understanding of the 

function of vendors in the OR, asserting that vendors 
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Can sit in a corner and look cute. And when it’s time, if they have a product they have to 

set up, they can set it up. But the moment the patient rolls in that door, they no longer can 

touch their piece of equipment. They can say to the nurse, “Press that button,” or “Doctor, 

press that button,” or “Do this” and that’s what they’re there for.    

Her annoyance came from the experience that vendors “constantly, constantly pushed the edge,” 

in terms of acting outside of this scope, such as answering the phone, using hospital computers, 

or assisting nurses to open sterile packaging, with staff enabling and encouraging many of these 

behaviors.  

Cassie expressed the “phenomenal pressure” she and staff nurses were under when 

policing vendor conduct. Often the vendor was present in the clinical area at the surgeon’s behest 

and thus, was allied with the most powerful individual in the OR setting. Further, policing 

vendors often required violating social norms. The staff came to know sales reps over time, as 

reps often joined staff softball leagues or attended Christmas parties; there was a social element 

to these relationships in addition to the service relationship. Because sales reps in general were 

perceived to be friendly and helpful, confronting those who did not comply with the OR rules or 

who stepped outside the boundaries of their specific service role was construed as aggressive and 

rude by vendors and clinicians alike. Cassie characterized her attempts to confront vendors as 

“being the bitch,” whether this was asking excess vendors to leave the OR to comply with the 

policy of one vendor per room (to decrease infection risk), throwing out cups of coffee that 

vendors brought into the OR, or admonishing staff who relied on vendors to tie their sterile 

gowns when colleagues were busy. 

 Nurses’ need for “rules of engagement” developed over the course of their professional 

experience, particularly when nurses had experienced “close calls,” which one nurse manager 
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regretfully described as “learning after the fact.” Interactions that had resulted in unanticipated 

financial costs, risks to patient safety or privacy violations, or the loss of trust in a vendor, were 

all examples of situations that altered how nurses approached industry representatives. Cassie 

shared an incident, which had occurred on a Saturday while she was off work that exemplified 

for her the need for nurses to adopt policing practices. The vendor had come into the OR 

accompanied by “someone who looked rather young with a vendor badge on.” The staff nurse on 

duty noticed the badge was flipped over so asked the vendor, “Oh, who’s this?” The vendor 

replied, “Oh, I’m training so-and-so.” Cassie would have preferred the staff nurse to have drawn 

the line right there, as patients are required to provide written consent for the presence of trainees. 

However, a short time later, the nurse again interceded asking to see the badge for the young 

vendor’s name for inclusion in the medical record. At this point she recognized the vendor on the 

badge, noted that this person was not that vendor and she cornered the older vendor, demanding 

an explanation. It turned out this was the vendor’s 18-year-old son who wanted to see a surgery 

and they had borrowed the badge from a vendor friend. Cassie was relieved that in this case, the 

nurse “was smart enough,” and called Cassie immediately, who had her fill out an incident report. 

On Monday, Cassie filed a complaint with the supply chain department, requesting the vendor be 

suspended. In the end, Cassie related,  

I don’t know what happened because I still saw the guy . . . what they did, I have no clue, 

but I ratcheted it up to all the people, and if nothing else, I scared the hell out of the 

vendor. 

Cassie applauded the nurse’s detective skills and her assertiveness in dealing with a situation that 

had major safety and privacy implications. More commonly, however, nurses were reluctant to 

assert themselves, Cassie explained, knowing that “the doctor will get ticked because they’re a 
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friend of the doctor’s,” and would either overlook vendor behaviors or call Cassie to address the 

situation on their behalf, again necessitating that she tackle the “ugly” task of challenging 

clinical hierarchies and violating social norms.  

She lamented the fact that the vendor’s access to the OR had not been restricted and he 

was permitted to function per usual, her satisfaction restricted to believing that the vendor had 

been reprimanded through the incident reporting process. Nurses who acted as Police had no real 

authority with which to enforce institutional rules. They could file complaints or report vendors 

to the supply chain department, but ultimately, it was not within their power to restrict a vendor’s 

access to the department or to have the vendor banned from the institution. Nurses like Cassie 

could ultimately only revert to calling actual “police” – uniformed and armed institutional 

security – to have the vendor temporarily escorted out of the clinical area. Cassie described the 

supply chain department at her hospital as a “weak link,” and as in the example above, perceived 

that few consequences were ever levied when she made complaints about specific vendors. 

Nurses who took on policing practices became locked in a game of cops and robbers, 

understanding that vendors “know what the rules are, so they work around the corner and the 

staff either choose not to get it, or don’t get it because they haven’t gotten punished yet.” 

Unfortunately, the focus on “rules” created a sharp dichotomy where it sometimes felt as though 

the robbers were Cassie’s own colleagues. She related an incident where a sales rep had brought 

cookies for the staff. Cassie said to the sales rep, “We can’t accept those. So you either can take 

them and give them to another hospital, or, if you hand them to me, I have to give them to Guest 

Relations, and they’ll give them to patients.” An hour later, she saw the same sales rep in the 

office of one of the nurse managers, and the same cookies were being passed around to staff. 

Feeling undermined, Cassie confronted the manager and reasserted their policy against gifts.  



 158 

For Cassie, the ugliness of the compliance piece of policing and the discomfort she 

experienced was overshadowed by the role of Guardian Angel. The crucial role of advocate that 

nurses played was so important that the pressures of violating social norms and power relations 

had to be weathered. She explained,  

And so for me, the one thing that I learned when I came into the OR here 25 years ago . . . 

was that the reason nurses are here is to really protect the patient. Unlike all the areas of 

the hospital, there are no family visitors in here. There’s no one who can come, and 

there’s no one who can make sure that these people are okay. And the vendors aren’t 

worried about the patients. The vendors are worried about selling the product. That’s 

truly what they are. They’re businessmen. And the doctors are worried about doing a 

good case – doing good surgery, making sure the patient’s doing okay. The vendor is 

there to support them in doing that. 

As a nurse, Cassie felt uniquely positioned to protect the interests of the patient, particularly in a 

space like the OR where patients’ vulnerability was heightened and typical advocates, like family 

members, were absent. However, Cassie invoked institutional policy as justification for her 

policing rather than the ethics of advocacy, likely because she was not institutionally empowered 

to truly advocate in the sense of levying consequences for behaviors that put a patient or the 

institution at risk. The whole purpose of the policy – ensuring safe clinical environments and 

patients’ privacy – became opaque to sales reps and many of Cassie’s nurse colleagues. Yet 

nurses like Cassie willingly carried the stigma of policing because they strongly felt they were 

the patient’s last line of defense.  
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The Business People  

Joel was the nurse manager of several Intensive Care Units (ICUs) at a public academic 

medical center, responsible for over 300 employees, his office located on the unit, tucked just 

behind the nurses’ station. As a nurse manager, Joel straddled the worlds of direct patient care 

and management. He was responsible for the quality of care on the unit, interceding in 

emergencies, consulting on clinical situations, and ensuring staff competence, as well as the 

business of running a department including managing budgets and personnel matters, and 

implementing institutional policy (Cathcart, Greenspan, & Quin, 2010). As he was responsible 

for his unit’s budget and keeping up with best practices in an area with rapid technological 

development, interacting with sales representatives was a significant part of his job, though one 

that fluctuated in terms of time commitment depending on the number of projects underway at a 

given time. Joel had acquired business savvy through his past professional life outside of nursing 

and experiences in a management role and had invested a significant amount of time learning the 

language and practices of business. The Business People adopted tactics from the business world, 

understanding that industry played by different rules; they sought to level the playing field by 

engaging sales representatives on their own terms. Common among managers who must balance 

the administrative and clinical aspects of their role (Cathcart et al., 2010), the Business People 

experienced an ethical tension when they perceived negotiations with industry representatives to 

be detracting from what they saw as their greater purpose – running a unit in the service of 

patient care. 

When I interviewed him, Joel was in the middle of negotiations for a new bladder scanner 

in each of the ICUs he managed, equipment that costs about $15,000 a piece. He explained,  
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Normally, I meet with the rep and then you ask for a quote, and since I’ve been doing this 

for a while – what I do is I get a quote for one machine and then I never tell them that I’m 

going to buy more than one. And later on I say, “Well, I need a quote for three machines, 

and not at this price.” If not, they’ll just give you the highest price available, and so it’s 

pretty interesting, because then when you tell them that it’s more than one machine, the 

price significantly drops. 

By this stage, Joel had negotiated the price down to $12,000 per scanner. When I asked how he 

had learned to negotiate in this way, he laughed, “Because I’m an accountant!” Noting that this 

was not a typical nurse manager qualification, he reflected that his time working in the fast-food 

industry had taught him a great deal and that these negotiation skills transferred nicely into this 

aspect of his role. He shared lessons learned: “The first price that you’ll always get from the rep 

is never the price. So it’s kind of like buying a used car.” In making the analogy to used car sales, 

Joel juxtaposed nursing, the most trusted profession, with one of the least trusted occupations, 

car salespeople (Riffkin, 2014). Underpinning Joel’s business tactics was the understanding that 

sales reps could not be trusted, and the information they provided could not be taken at face 

value. Joel perceived that his interactions with sales representatives were morally significant – 

there was the threat of being taken advantage of in terms of price or quality – and required 

strategies to mitigate that possibility.  

 In his references to buying a used car, Joel suggested that sales reps did not always play 

fairly and frequently referenced sales reps “not meeting [his] expectations” in terms of directness, 

knowledgeability, or “overpromising.” Joel engaged in bargaining with a wry sense of humor yet 

also expressed: “It’s very frustrating because nothing that you ever get is really, truly the price 

that you’re talking about. It’s pretty funny.” This frustration stemmed from having to expend 
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seemingly unnecessary time and energy in these negotiations before clinical and purchasing 

needs could actually be met. Thus, Joel had developed strategies around his industry interactions 

to best protect his time. He explained,  

I am so busy that I hardly ever see someone who doesn’t have an appointment with 

me . . . my standard answer to them is, “Leave me some information and if I’m interested 

I’ll call you and make an appointment.” 

In fact, Joel had an entire standard procedure that he enacted when interacting about a product in 

which he was interested. He explained, 

My strategy for each rep is pretty similar – if I’ve made a contact for them . . . I will send 

them an email, then I will follow-up with a phone call . . . I will ask for a sample . . . 

Then I won’t communicate with them for two or three weeks, whether I’m highly 

interested or not because I don’t want them to think that I’m eager, and when you’re 

bringing in a product, people need to realize that it never should be an emergency, unless 

it’s truly something, like, life-threatening – which it shouldn’t be. Then everything needs 

to be thought out really slowly, and take your time, and then make contacts with other 

people that are using the products to see what are the pros and what are the cons. 

This strategy allowed Joel to regulate the pace, progression and extent of the relationship with 

the sales rep, to adequately vet a product, and to ensure that product evaluations were thorough. 

Yet it was enacted with the concentration, deliberateness and cunning of a chess game, requiring 

significant time and effort. Again, Joel attempted to strike a balance between beating industry 

reps at their own game and not diverting too much time and attention away from his clinical 

work and other management roles.  
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Behind these tactics and strategies was the attempt to hold companies and their sales reps 

accountable for the cost, quality and safety of their products and services. The Business People 

expressed that only way that nurses could leverage enough power to do so was to adopt business 

tactics such as competition, leverage and boycotts. John, formerly a nurse manager, was now 

directing a major hospital renovation. He shared a crystallizing incident from his practice that 

had shaped his strong views on industry interactions and had caused him to adopt aggressive 

business tactics in his work. In the mid-2000s, John participated in purchasing from the 

manufacturer, a US-based multinational conglomerate, an x-ray machine that captured images in 

real-time. The machine began causing problems when clinicians noticed that when they “put the 

image in one patient’s name, it would end up with another patient’s name on it.” Or, that the 

image was no longer “live,” which, John explained, “is a huge issue. Because if you think it’s 

live and you’re pushing in the rod [the x-ray was used to assist in surgeries like metal rod 

insertion for fractures], you’ve pushed it in too far, causing more damage to the patient.” When 

they reported this to the company, the company denied any product failure, suggesting the 

hospital upgrade their electricity generators, which they did. After this major expense, the Food 

and Drug Administration (FDA) recalled all of these machines and halted their manufacture as 

these problems turned out to be widespread. John and his team approached the company, 

requesting that they help rent product replacements while the product failure could be addressed; 

the company flatly refused and continued to deny responsibility. John was appalled: “Once again 

I thought to myself – it’s so disgusting, you know? . . . It’s all about money.” Now that he was 

responsible for a major renovation, he decided to enact a hospital-wide boycott on all that 

company’s products:  
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Nothing in the whole building. I don’t care if it’s a sink. Take out everything [of the 

company’s]. We’ve got the backing of the doctors too. [The company] has lost millions 

and millions and millions and millions of dollars for it. And it’s not to be spiteful. It’s 

about patient safety. It’s about us surviving as a hospital. And it’s the right thing to do for 

the taxpayers. 

John felt sick about the company’s conduct, an experience that stayed with him through his 

career and sensitized him to what was at stake when interacting with company representatives 

who were pursuing goals that were potentially in conflict with his own. Participants who adopted 

business tactics were frequently in a position like John and Joel – they were positioned such that 

they recognized that not only was the well-being of an individual patient perhaps at stake when a 

product failed, but the financial health of the hospital and in the case of a public institution, the 

wider community, could be threatened in the course of these dealings. Though the shady feeling 

of buying a used car or the sense of disgust emanated directly from their practice, they struggled 

to find the authority from within nursing practice to address these moral dilemmas. Instead, they 

borrowed strategies from the business world to gain enough power to fairly negotiate, though 

frequently at the expense of their limited time and energy – indispensable resources for what 

they saw as the point of nursing practice: taking care of patients.  

The Skeptics  

 With the Skeptics, the gut feeling that industry interactions contained an element of threat 

was elevated to the level of paranoia. Skeptics perceived every interaction with industry to be 

morally significant, requiring constant vigilance and resulting in a heightened sense of 

ambivalence toward industry interactions because like other participants, the Skeptics also were 

highly reliant on industry resources. While the Business People were unwilling to take sales reps 
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at face value in the course of negotiations, but employed tactics in an attempt to achieve fairness, 

the Skeptics questioned all of the information provided by industry as well as the influence 

industry might have over seemingly independent sources. The Skeptics felt that the foundation of 

practice – the evidence supporting practice and the products and equipment used in the course of 

nursing care – were potentially threatened by industry’s involvement. While the Skeptics’ 

strategies were designed to vigilantly detect bias and influence within their practice, the paranoia 

stemmed from understanding that they could perhaps never find a truly objective source, while 

deeply appreciating what was possibly at stake. 

Mark was the Sepsis CNS, based out of the Medical-Surgical department at a public 

hospital. Like Rachel, Mark had something of an un-doable job: he was responsible for 

consulting on all patients at risk for or diagnosed with sepsis in the entire hospital, providing 

sepsis-related education to staff nurses, selecting and implementing products to assist in the 

prevention and treatment of sepsis and performing surveillance and tracking on sepsis cases. 

Like Joel, Mark had experience outside of nursing, which attuned him to the workings of the 

business world and he possessed a keen understanding of the intent and mechanisms of 

marketing and its powerful, often subconscious effects. He had worked in advertising before 

becoming a nurse, a job in which he interacted with sales reps selling ad space on a daily basis. 

This knowledge had primed an awareness of the potential for the introduction of bias into 

clinical decision-making, but the awareness was escalated to a level of paranoia within the 

context of healthcare where people’s lives and safety were at stake. He explained,  

Because I controlled these [advertising] budgets [in his previous position], I was also 

advertised very heavily to, and so that whole industry was all about the fancy nights out. 

They’ll take you to a club or whatever. I saw a Madonna concert for free. Like that kind 
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of thing. But [advertising is] an industry where no one’s life is at stake. I thought it was 

kind of sleazy then, but it was very overt, so it was very interesting to come to the 

medical world and see that the same stuff happens. 

Following this understanding, Mark explained that he approached interactions with industry from 

“a deep sense of distrust.” At the same time, Mark and others relied on industry representatives 

and their resources in their work, and experienced these interactions as a precarious trade-off, 

enacting a series of vigilant strategies to ensure that the cost of using industry resources was not 

too high. 

Mark remarked upon the “lack of skepticism” that he observed in the nursing profession 

and among his colleagues, giving an example of the “real enthusiasm” he observed when people 

talked about pharmaceutical-sponsored dinners they had attended or the resistance he 

experienced when he suggested to the local chapter of his professional society that they adopt a 

conflict of interest disclosure policy. He was troubled that these colleagues did not even have  

A hint of sort of:  “Well, I wonder if I should have any questions about this? I’m sort of 

being advertised to. I’m kind of renting my brain and giving myself the opportunity to be 

kind of unduly influenced.” I think people just sort of assume that, “Well, maybe other 

people –,” I mean, I probably do it myself. “Other people are susceptible but I’m not,” is 

how everyone thinks about advertising, right? “I’m smart enough to know the difference, 

and I won’t be influenced, but other people will.” But of course, we all are.  

Though Mark acknowledged his heightened awareness of marketing, developed during his first 

career, he stressed the subtlety of marketing interactions and how insidious marketing activities 

could be, underscoring the need to “pay attention” in the sense of being attuned to the possibility 

that bias might enter one’s practice. 
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For instance, Mark frequently relied on sales representatives to help him train the staff on 

new products. On the one hand, Mark explained, having sales representatives deliver this 

education “made sense,” partly due to the rep’s expertise in the particular product, but also 

because Mark’s team did not “have the man-power to do it [them]selves.” However, Mark had 

experienced sales reps using these opportunities to subtlety introduce related, branded products, 

which made him uncomfortable. He stressed that  

There’s this real obligation on our part to make sure that we know what they’re saying, 

and that we have some influence on that. And it can be difficult to do. It can be difficult 

to say, “When I’m not here, don’t you tell anyone that Hospira tube-feeding or whatever 

is better than the other, because there’s actually no evidence to say that.” It’s very hard to 

– you can’t actually control that. It’s very difficult.  

The obligation for Mark lay in the fact that what the sales rep presented carried the institution’s 

endorsement and staff nurses assumed that Mark had vetted the content of the inservice (see 

Chapter 2). He recognized that whatever the sales rep presented would become practiced within 

the institution as nurses sought to integrate the education with their practice.  

This was problematic as Mark’s “paranoia . . . or on-guardness,” as he put it, extended 

also to the information that sales reps conveyed. He felt obligated to determine the quality of the 

information, knowing that reps were “ not going to give you all the information. They’re going to 

give you information that proves their point.” Often by chance, Mark or one of his colleagues 

would have read a contradictory study, or they would look more closely at the research the 

industry presentation cited and find that the conclusions had been spun favorably towards the 

product presented. Again the marketing was subtle, heightening Mark’s sense of the need to be 

ever vigilant:  
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On the face of it, [the presentations] seem very sophisticated and very educational . . . 

And very sophisticated, slick presentations that are full of references and full of scientific 

evidence, but if you actually dig into it a little bit more, and when a few of us started 

asking questions like, “Well, let’s look at – okay, you have this reference. Let’s talk 

about that reference. Like, what were they actually looking at?” Often they’re not very 

able to answer the questions and often left out key details.  

Mark alluded to discovering the omission of information “by luck,” but also asserted that some 

people were better equipped to make these kinds of evaluations than others. Although he termed 

it vaguely as “basic critical thinking,” Mark and others enacted a series of practices to evaluate 

the information coming from industry representatives and to monitor industry interactions 

including questioning, being physically present and doing their own homework.  

For these Skeptics, questioning practices were at the heart of their interactions with 

industry. Feeling like a form of resistance, questioning was a way to continue interacting with 

industry without feeling compromised by the interaction. Ashley, a nurse educator who had 

attended pharmaceutical company-sponsored dinners, explained she “felt reassured” when the 

physicians attending these events “ask[ed] really intense questions and basically tr[ied] to throw 

shade on what’s being presented. . . there’s still a legitimate discourse that happens. . . They’re 

still feisty. They still question the evidence.”  

Taking up Mark’s concern that it was difficult to ensure that a sales rep stayed on 

message when presenting independently, other participants conceded that instead, they had to be 

physically present to monitor sales reps’ interactions with staff nurses. John, a nurse manager, 

agreed that sales reps were often a good way to educate staff nurses about new products as he 

saw them as “being the experts of some of these really complex things that we use.”  However, 
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he believed that “the manager should be there, at the same time to make sure it’s not a huge sales 

speech, as they do try at times to bring products that haven’t even been accepted through [Value 

Analysis].” Additionally, John went through the sales reps’ presentation slides prior to each 

presentation, and ensured that as a manager, he understood the product and the education first. 

The practice of “be[ing] there,” however, was very challenging for people like Mark who could 

not perform the staff education with the hospital resources available; industry representatives 

were vital to these activities. 

Instead, Mark attempted to “do his own homework,” which involved reading the full 

studies rather than just the abstracts or bullet points circulated by sales reps, performing his own 

literature review, and validating presentation content in advance. Vera, a Critical Care CNS, also 

endorsed this strategy and described spending a weekend in her backyard with a dialysis machine 

and its manual, attempting to learn the ins and outs of the machine prior to attending education at 

the company’s headquarters with members of her staff. Whether it was developing specialized 

content for an inservice or providing information on a product being evaluated for purchase, 

sales reps were frequently “very available to help with th[e] process.” This “made sense” to 

Mark as he was stretched so thin; the reps were available, generous with their resources and 

often anticipated his needs. Mark admitted, “It feels in the moment like it’s making the job a lot 

easier.” However, as Mark pointed out, often the generosity of sales reps in fact doubled his 

workload as he was responsible not only for doing his own homework, but also vetting the 

information the rep had provided.  

For Mark, his “paranoia” stemmed from believing that the marketing occurred covertly: 

the negative studies omitted from presentations, the subtlety of the sales pitch tucked into an 

educational offering, the sales speech delivered when he was not in attendance. Many 
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participants believed that bringing the marketing or sponsorship to light enabled recipients to 

critically appraise the information delivered. Mark, on more intimate terms with the marketing 

world than many, did not necessarily see disclosure as protective. He understood that few people, 

himself included, believed themselves to be susceptible to marketing. However, he also believed 

that since the nursing profession did not have conversations about industry that nurses “don’t 

really know about the policies a lot of times” and that the concept of conflict of interest was 

foreign to many in the profession. He attributed his colleague’s enthusiasm for drug dinners to 

lack of awareness, explaining,  

There are people in this hospital who have lunch brought in by vendors – sit and have 

lunch and get a presentation, and it’s actually against policy, and no one really talks about 

it. Or I don’t think they know. I really don’t think that they know. I don’t think anyone’s 

trying to break any rule. 

Mark suggested that his colleagues were not acting unethically, but rather that they did not 

perceive that attending a sponsored lunch was an ethical situation. In pointing to the silence 

around industry interactions in terms of educational preparation, policy implementation and 

professional discourse, Mark described a particular moral space (Vetlesen, 1994), or 

sociopolitical climate that in fact, fostered silence rather than the kind of attunement that Mark 

embodied. Thus, the import and the ethical aspects of industry interactions, which were so 

apparent to Mark, receded for those working in this kind of moral space. 

The Guardian 

 In this study, there were very few participants who used the language found in policy and 

research about industry relationships such as conflict of interest, bias, disclosure. One participant, 

Maria – who coined the term “rules of engagement” – stood out in that she named her 
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interactions with industry explicitly as ethical, adopting the language of ethics, boundaries, trust 

and conflict of interest. Highly attuned to her own negative emotions arising in the course of 

industry interactions, she set boundaries in the context of these relationships to ensure the 

preservation of trust, and ultimately the safety of staff and patients. As an Infection Control 

practitioner, Maria readily adopted the role of Guardian, with safety as her paramount concern, 

acting as a gatekeeper for vendor access to clinicians and monitoring her boundaries vigilantly. 

Maria began her career in the OR where she “interacted heavily” with sales reps. Maria 

was especially attuned to the feelings which arose in the course of her interactions with reps. 

Early in her career, Maria began setting boundaries around her interactions with OR suppliers 

and vendors, attributing this to her “Catholic guilt factor,” and the feeling that “this can’t be right. 

I should never be this friendly with somebody that’s trying to have me buy a product.” She 

credited her mother, also an OR nurse, who had primed the way she approached her interactions 

with industry: “This was learning it from my mother’s experiences, listening to people who had 

been dealing with vendors for years, and then having a couple close calls myself.”  

Maria related an eye-opening experience from early in her nursing career, which had 

made very explicit for her the nature of interactions with sales reps and what might be at stake. 

Her job duties dictated that she purchase supplies and equipment on behalf of the neurosurgeons 

in her OR; one day she found that her budget had been depleted. She began to notice “the 

vendors were all these attractive women who would come in in short skirts and high heels, 

perfectly groomed, made-up, everything, gorgeous.” She confronted the surgeons and established 

some new boundaries in an effort to safeguard her budget and to ensure that purchases were 

made rationally:  
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“Guys, you’ve spent all of our money. You can no longer meet with vendors alone. You 

have to come through me, we’ll meet with them as a team, you tell me why you want to 

meet with them, then we’ll set it up, and we’ll have a whole thing.” And they’re like, “Ok, 

well that makes sense.” 

Maria began attending all the meetings between the sales reps and the surgeons as a chaperone, 

witnessing “this whole flirtatious thing,” she explained, which provoked feelings of discomfort 

in her, both as a woman and as a professional. Despite the reps focusing the conversation on the 

surgeons and ignoring Maria, she would intercede with objections like, “It’s too expensive.  

We’ve got the same device, you’ve not complained about it, so why are we looking at a new 

product for more cost when we’re happy with what we’ve got?” But then, Maria explained, “The 

tide turned,” and the sales reps responded to the shift in the locus of control, recognizing Maria 

as the Guardian of the budget: 

After about 3 months . . . the vendors were becoming male, less female. And it was sort 

of like, again, they tried to establish a relationship, it’s like, “Well, can I take you to 

lunch?” “No, you don’t need to take me to lunch.  I’m busy, what have you got. Show me 

your information, tell me why you’re here, and I’ve got to move on.” 

However, the feeling of discomfort at being wooed in this way stayed with Maria and she 

consequently developed a very conscious set of boundaries when dealing with reps. 

When Maria later took the position as Infection Control nurse at a public hospital she 

agreed to act as a Guardian on behalf of the OR clinicians, for all interactions with sales reps in 

the interest of protecting their time. A number of vendors contacted her immediately with 

information about new products for the OR including reps from five companies specifically 

selling skin preparations to prevent infections. Still in her orientation phase and trying to get a 
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grasp on the hospital’s needs in terms of infection control, Maria responded to all of these 

vendors by explaining,  

“I just started working here. I don’t even know what’s going on in the hospital. I don’t 

know our rates of infection yet. I don’t even know our OR manager. So, just don’t call 

me. Let me get my feet in the water here,” and I said, “if you can, you can call me back in 

like 6 months to a year. Because by that time, I will have established myself and I’ll 

know what’s going on.” 

Maria was confident that there was not a pressing need for a new skin preparation product, 

knowing that “if there was a real problem, [clinicians would] be knocking on my door.” She set a 

clear boundary for these interactions, but felt it was a reasonable request as she had opened the 

door to future interaction within a specified time frame. One vendor, however, failed to respect 

this boundary and Maria said,  

Kept calling me and calling me and calling me. And I’m like, “I TOLD you, I don’t know 

enough at this time to make a change. If you call me again you’re going to make me mad. 

Don’t do that.” 

Despite establishing consequences for crossing her boundary, the vendor “didn’t listen” and went 

instead to the staff in the OR to pitch his skin preparation product directly. Having failed in her 

role as the Guardian, Maria explained, now the OR clinicians “were all mad at me cause they 

were like, ‘I thought you were going to keep this guy away from us!’” Because this vendor 

refused to acknowledge or respect the boundaries that Maria had created and then undermined 

her even further by circumventing her gatekeeping function, Maria was no longer willing to 

work with this vendor in any capacity.  
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A large part of Maria’s unwillingness to continue working with the vendor who crossed 

her boundaries stemmed from her loss of trust in the vendor and his product. This boundary 

crossing, however, also jeopardized the staff’s trust in her as a Guardian. Trust in the vendor 

relationship was essential for a patient’s safety because purchasing clinicians had to trust that a 

product’s efficacy and quality would live up to a sales reps’ promises and staff nurses had to 

trust that the product had been purchased objectively and that the information they received 

would allow them to use a product competently and safely. Maria was acutely aware of the “trust 

factor” as she termed it: 

So there has to be a trust. And when they violate that trust, it’s like, we’re all here to keep 

our patients safe, nobody’s looking to favor one company over another. Whoever has the 

best product is who we’re going to go with. 

For example, even the perception of conflict of interest could call a product’s value and efficacy 

into question. She once participated in a Value Analysis committee where it became apparent 

that the nurse promoting the product had been flown to the company’s headquarters and treated 

to dinner and a ski trip. Emphasizing how egregious this boundary crossing was, she exclaimed,  

You cannot have ANY question of partiality and definitely there was now a question of 

favoritism because of what they’d done, he’d now established this friendship and rapport 

with them and knew them all and called them all by first names. 

Not only was Maria highly attuned to her own feelings that triggered the sense that she had 

crossed into ethically problematic territory, but she was also attentive to the moral perceptions 

that might be provoked in others and the consequences this could have for the community of 

practice and ultimately, the patients they cared for. 
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Conclusion 

In this chapter, I articulated a range of practices developed to manage the ethical and 

practical aspects of interacting with industry in clinical practice. My aim in articulating a 

phenomenological ethics that is practice-derived and grounded in everyday realities, is that these 

findings may be used to create frameworks that address everyday ethical situations, as they are 

experienced, rather than imposing or importing a principle-based framework (Bishop & Scudder, 

1990; Varcoe et al., 2004). For many participants, existing institutional policy related to conflict 

of interest was remote from their everyday practice and most possessed only a vague awareness 

of how it might be relevant. Instead, the situations that provoked concern were largely related to 

practice itself – acquiring and allocating scarce resources, stretching oneself in order to do an un-

doable job. In these instances, sales representatives presented themselves as tools, which could 

be employed in practice, even insofar as duplicating the nurse herself.  

For some participants, however, the interaction with industry provoked emotions that 

suggested the interaction itself was morally significant – that is, having bearing on the well being 

of patients, the hospital or the public. Vetlesen’s (1994) insight that emotions are necessary to 

recognize a situation as morally relevant and an active prerequisite to moral judgment, is highly 

relevant in light of these findings as most participants lacked the language to articulate the moral 

significance or a framework to guide moral action. Instead, those who took up various practices 

for managing their interactions with industry were responding to a gut feeling, which largely 

took the form of an underlying sense of threat. For the Police, this threat was constant and overt, 

manifested in the ways that sales reps violated policy. For the Skeptics, the threat was much 

more covert and subtle, requiring detective-like questioning and constant vigilance. For the 

Business People, the sense of threat was perceived as part of the game of doing business, and 
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thus, less perplexing, but requiring management nonetheless. Depending on the participant’s role 

within her or his institution, this threat was perceptible from the level of the individual patient to 

the public at large, construed as the taxpayers who funded the institution.  

However, these participants translated their moral feelings into a wide variety of practices 

designed to mitigate the perceived threat. This diversity stemmed largely from the fact that these 

practices were developed individually, and on an ad-hoc, experiential basis. Without judging any 

of these practices as good or bad, it is worth nothing that the vastly different styles of interacting 

with industry enabled industry representatives to exploit the fragmentation among clinicians. 

Sales representatives tailor their marketing strategies to individuals through systematically 

assessing and documenting clinicians’ personalities, practice styles and preferences (Fugh-

Berman & Ahari, 2007). When asked about the kinds of sales reps they liked to work with, 

individuals responded consistently with the practice identity that they themselves had taken on: 

the Police appreciated those who respected and abided by “the rules”; the Business People liked 

“getting it straight,” as John put it; Maria, the Guardian, appreciated reps who respected her 

boundaries, one who “makes an appointment, calls in advance, tells you what they’ve got, is 

already prepared to have all your questions answered.” However, with the growing size of 

territories and a revolving door among companies, these individuals were often dealing with the 

same reps across hospitals. Further, a skilled sales rep will carefully note a clinician’s reaction to 

their approach and will dynamically alter the sales message and marketing tactics accordingly 

(Fugh-Berman & Ahari, 2007).  

What these participants lacked was an institutionally recognized moral space – a social 

and political climate that fostered awareness of the moral significance of industry interactions 

(Vetlesen, 1994). Instead, the institutions in which participants practiced, as explored in Chapter 
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2, had formalized many of these interactions so that they were built into the day-to-day and vital 

functioning of the hospital. These institutions had essentially outsourced the management of 

these relationships to individuals, resulting in the fragmented and ethically fraught practices 

described above. Ethical practice is relational and highly contextual (Varcoe et al., 2004); 

participants pointed to role models, mentors, crystallizing experiences, and institutional 

responses, which had shaped their orientation toward industry interactions. These social relations 

constituted moral spaces, which fostered attunement to the ethical aspects of interactions with 

industry (Vetlesen, 1994). Attention must be drawn to the contexts in which these practices are 

developed and enacted and the conditions under which the ethical aspects of industry interactions 

arise in order that a moral space that fosters moral perception and empowers moral judgment and 

action be created. 
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Chapter 6 

Conclusion 

One of the central findings of this dissertation was that healthcare leaders generally 

professed that nurse-industry interactions did not occur; nurses were absent from the literature 

and policy on industry interactions (Grundy, 2012). The tension that emerged from this work was 

the ubiquity of nurse-industry interactions in practice, yet the paradoxical invisibility of these 

relationships, particularly to policymakers. This dissertation explored this tension – the nature of 

these ubiquitous interactions, the conditions under which the invisibility of these interactions is 

created and maintained, and the implications this holds from the perspective of public interest.  

These findings suggest that institutions have created a strategic invisibility around nurse-

industry interactions that allows them to benefit from industry resources while externalizing the 

costs of industry interactions to the public and outsourcing their practical and ethical 

management to individual clinicians. While administrators generally denied that nurses 

interacted with industry at all, nurses described multiple and diverse relationships with industry 

representatives; marketers described their particular interest in forming such relationships. The 

power relations among nurses, physicians and hospitals have created the conditions whereby 

nurses’ frequent and varied interactions with industry can be made invisible, and thus taken-for-

granted. Nurses, however, also benefitted from this invisibility as it allowed the exercise of 

particular forms of power such as workarounds and the participation in marketing relationships, 

while feeling self-assured that these relationships were ethically benign. In fact, few nurses 

perceived interactions with industry to be an ethical problem, or at most a relatively minor one in 

comparison to the many ethical challenges of clinical practice. In these circumstances, industry 

resources were helpful and sometimes the only way to address such challenges. Instead, in the 
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course of practice, some nurses had developed personalized, ad-hoc “rules of engagement” to 

deal with industry representatives, their marketing activities and to mitigate the risks to patients 

and their institution. These strategies, grounded in practice, were relatively unreflective and 

developed through the course of experience, as nurses largely lacked a framework with which to 

navigate these relationships. I place these key findings in conversation with the empirical and 

theoretical literature and offer a series of policy proposals that would allow nurses to interact 

with industry in an effective and ethical manner. I conclude by revisiting the Sunshine Act in 

light of the release of the Open Payments data, suggesting that an opportunity has arisen to 

reframe the interactions between clinicians and industry and that nurses are specially positioned 

to undertake this work. 

Strategic Invisibility 

Participants readily pointed to institutional policy and procedures, which had been 

created to control industry’s access to hospitals. These represented an effort to ensure that 

interactions with industry occurred on the basis of legitimate service needs and not for the 

purpose of marketing. The formalization of commonly occurring industry interactions, including 

sales visits, purchasing committees and contracted inservice education, had served, however, to 

re-define these interactions so that their shared function as a marketing opportunity was obscured. 

Thus, a strategic invisibility was achieved, whereby certain interactions with industry achieved a 

greater degree of institutional legitimacy and credibility, and were no longer considered to be 

“industry interactions.” The invisibility is strategic because institutions were able to continue to 

benefit from the resources provided by industry, while externalizing the costs of these 

interactions to patients and the public. For example, the cost of having an industry support 

person for pacemaker insertion, activation and deactivation is included in the cost of the 
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pacemaker for which the patient, insurance or the government pays. One physician I spoke to 

thought it unlikely that a hospital would shoulder the cost of an on-call registered nurse, who 

would otherwise fulfill this kind of supportive role.  

These findings suggest that hospitals are highly invested in interactions with industry. 

Administrators were generally reluctant to open up their institutions to scrutiny; all were reliant 

on industry resources to perform essential institutional activities. Industry is filling resource gaps 

for hospitals, particularly in the areas of education and support, which are long undervalued areas 

of nursing practice that were once performed by in-house nurses. Nurses and their labor continue 

to be perceived by healthcare institutions principally as a cost and the invisibility of nursing 

work persists in an economic climate that has no way to quantify the “value” of nurses’ work 

(Lasater, 2014; Welton, Zone-Smith, & Fischer, 2006). In exchange for these resources, industry 

representatives gained legitimacy and credibility as institution ‘insiders,’ manifested in their 

daily presence in clinical spaces, markers of inclusion such as the identification badge or colored 

scrubs, and their status as product and sometimes even practice experts. 

Strategic Alignment 

Industry representatives strove to create the perception of alignment between nursing, 

institutional and industry goals. This perception was bolstered by the formalization of what were 

traditionally considered marketing activities, such as the cold call becoming embedded in the 

Value Analysis process, or the sales rep a “local species” in clinical spaces. In medically-related 

industry, marketers understand that they must pass through a series of gatekeepers to reach their 

ultimate consumer; the goal of marketing is to ensure these gatekeepers are facilitators rather 

than obstacles to the travel of the product through this distribution channel (Applbaum, 2009). In 

other consumer industries, these gatekeepers are typically part of the formal distribution channel 
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and exist in contractual relationships. In medically-related industry, the goals of the gatekeepers 

are more often highly divergent from those of industry in accordance with their specific 

professions or institutional memberships (Applbaum, 2009). Marketers strive to bring the “moral 

and perceptual dimensions of the various actors in alignment” (p. 187); principally, to dissolve 

any perceived conflict between marketing objectives and the conventions of clinical practice 

(Applbaum, 2009). This is another area where invisibility is strategic – for industry, the less 

visibility brought to such activities the better, as the perception of alignment is achieved when 

actors are unable to see where their goals and the corporation’s might conflict (Applbaum, 2009).  

Nurses in this study frequently experienced their interactions with industry as “win-win,” 

or as working together toward a common goal, such as Ashley’s efforts to inservice the nursing 

staff on a new glucometer. Although sometimes ambivalent about this kind of ‘help,’ many also 

expressed the sentiment that these activities simply would not occur without industry. This kind 

of “love-hate” relationship often left nurses with a moral dilemma, but not one related to the 

potential conflict of interest; rather, nurses expressed the feeling that they could not deny their 

patients access to resources, education or support that could not or would not be provided 

without industry (Grundy, 2013). Whether it was the provision of inservice education, assistance 

during the course of a surgery, or support during the purchasing process, nurses engaged with 

industry despite their discomfort, because it felt like the ethical thing to do in terms of meeting 

patients’ needs. This suggests that industry representatives have succeeded in creating a high 

degree of alignment with what nurses identify as the core purpose of their practice. Springer 

(Springer, 2011), in her study of nurses working in the field of multiple sclerosis, suggested that 

the pharmaceutical industry exploits discourses around nurses’ core values of duty, obligation, 

and what it means to be a “good nurse.” With a focus on core nursing activities – facilitating 



 182 

patient decision making, and treatment adherence and compliance – the pharmaceutical industry 

tapped into the desire for these nurses to be perceived as experts, and succeeded in aligning the 

nursing and industry goals of advocacy, surveillance and persuasion (Springer, 2011). 

The Value of Nursing 

 In contrast to the invisibility of nurses at the policy level, nurses described frequent and 

diverse interactions with multiple health industries in day-to-day practice and outside of the 

workplace. Nurses described being highly influential in the course of purchasing, patient care, 

and institutional decision making. Nurses were frequently characterized as “running the hospital,” 

though it may be more apt to characterize hospitals as “running on nurses.” Nurses, in working 

in-between and all-over, straddled formal administrative units, served as direct conduits for 

information to patients, staff and administrators, were omnipresent physically and temporally, 

functioned as a collective body, and had intimate knowledge of the people and processes that 

made up the institution.  

Theoretically, infrastructure is a useful concept in understanding the nature of nurses’ 

work, its tendency to become invisible and the value of nurses to industry. Infrastructure is a 

negotiated social order, which invisibly supports practices through the orchestration of tools, 

users, work routines, technology, and organizational resources (Bowker & Star, 1999). Though a 

part of socialization, infrastructure is largely taken-for-granted by members of a community of 

practice and it only becomes visible upon breakdown (Bowker & Star, 1999). By forming 

relationships with nurses and offering resources for use in practice, industry representatives 

gained access to and were built into this infrastructure, gaining the same level of invisibility. 

Then, their information, samples and gifts could travel these same pathways and networks, such 

as the cookies finding their way into the manager’s office; the swag traveling from the 
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conference back to the OR staff room; a staff nurses’ contact information gleaned from a 

scanned badge, then traced to her unit’s educator. Information also flowed in the other direction 

along these pathways. Nurses’ knowledge of the “human factors,” including knowledge of 

particular personalities and individual preferences, work routines and unit cultures, or the 

particularities of patients’ needs, was highly valuable to industry. Other than drug discovery, this 

kind of information was characterized as driving the healthcare sector and was essential if 

industry was to make an argument for a product’s value.  

Power 

A particular, historic, gendered, classed and raced set of power relations (D'Antonio, 

2010; Reverby, 1987; Starr, 1984) makes possible the ways that nurses are targeted by and 

susceptible to marketing, but also renders these interactions invisible. The omission of nurses 

from industry relations policy speaks to the assumed unimportance of nursing work; nurses have 

not addressed this omission as many have internalized the discourse that they do not actually 

make decisions of consequence or make decisions at all. Nurses in this study, working at various 

levels of institutional hierarchy, did not identify as “decision makers” and at times explicitly 

rejected this identity. The ways that nurses affected and exerted control over practices, policies, 

purchasing and patient care was instead described as “influence” and characterized as collective, 

processual and participatory.  

Certainly sexism, the undervaluing of caring practices, and the historic, strategic 

subordination of the nursing profession by the medical profession and hospitals (Freidson, 1970; 

Reverby, 1987; Starr, 1984) all contribute to the discourses around the kinds of power a nurse 

can exercise. However, nurses’ experiences of power relations in their day-to-day practice belied 

the assumption that rational individuals make choices. This phenomenon was reminiscent of 
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“medical etiquette” from the nursing profession’s early history where nurses’ comportment and 

work routines were structured to give the perception of physician dominance (Reverby, 1987). 

Nurses’ accounts of decisions they made in the course of practice gave the lie to the reality of the 

physician order and bureaucratic decisions, which both constrained their practices and were also 

products of their own decisions. The nursing profession, through the recent revision of the Code 

of Ethics for Nurses, asserts this reality. The 2001 Code of Ethics stated, “The nurse is 

responsible and accountable for individual nursing practice and determines the appropriate 

delegation of tasks consistent with the nurse’s obligation to provide optimum patient care,” 

suggesting that a nurse’s authority was relegated to the limits of nursing practice or to delegating 

to those with lesser power or authority (American Nurses Association, 2001). The newly revised 

2015 Code explicitly asserts that nurses make decisions, uses language suggesting agency and 

power, and characterizes nurses as leaders: “The nurse has authority, accountability, and 

responsibility for nursing practice; makes decisions; and takes action consistent with the 

obligation to promote health and provide optimal care” (American Nurses Association, 2015). 

However, rather than emulating physicians and striving for a hierarchical, and often oppressive 

‘autonomy,’ nurses need to deconstruct the notion that physicians are the only “decision makers” 

in clinical practice. The ‘prescription’ and the ‘order’ are likely collective, processual and 

participatory and the contributions of all participants need to be made visible and validated 

institutionally.   

  Otherwise, nurses and others working within clinical practice that are not afforded the 

status of “decision maker” are particularly susceptible to marketing efforts. Industry is clearly 

cognizant of the power dynamics within healthcare. The marketing materials I collected that 

were targeted at nursing contained messages that would be seemingly out of place – and 
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considered to be greatly overstepping one’s ‘place’ – were they to be directed at physicians: for 

example, the messages “Empowering Heroes to Heal” and “Let’s Work Together.” These 

materials acknowledge implicitly that many nurses feel disempowered in their practice and 

frequently lack control over resources needed to affect these practices. For nurses in this study, 

interactions with industry were often experienced as liberating: recognizing and elevating one’s 

status as a clinician, being heard and giving voice, solving ethical dilemmas arising from practice 

such as resource constraints, and opening up possibilities for different kinds of nursing practice. 

In a study of senior RNs working in New Zealand, nurses were generally willing and believed it 

ethical to accept industry information, gifts and sponsorship (Jutel & Menkes, 2009). They 

justified this in terms of perceived equity and fairness, stating, “But doctors do” and further 

noting the pre-existing pay differential. Nursing as a profession values and strives for 

professional independence, and the ability to seek information from non-physician sources may 

be a way to circumvent physician dominance and paternalism (Jutel & Menkes, 2009). 

Conflict of Interest in Nursing Practice   

Nurses in this study did not identify with the concept of conflict of interest and did not 

use this language to articulate the nature of their interactions with industry, even when 

articulating a sense of moral disquiet. This ethical issue felt remote from their day-to-day 

practice: they neglected to read the “fine print” of conflict of interest policy, or to read it at all, 

and they struggled to define situations in their practice where conflicts of interest might arise. 

This is certainly not unique to nursing and is a major challenge when implementing conflict of 

interest policies (Boyd, Cho, & Bero, 2003; Campbell et al., 2010; Crigger, Barnes, Junko, Rahal, 

& Sheek, 2009; Korenstein, Keyhani, & Ross, 2010; Lipton, Boyd, & Bero, 2004; Wadmann, 

2014). A minority of participants in this study explicitly identified interactions with industry as 
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falling in ethical territory. Largely, relationships with industry were considered ethically benign, 

or even as moral goods, as these relationships served to meet ethical challenges arising in the 

course of practice. These experiences were particularly remote from the concept of conflict of 

interest, which presupposed an individual decision maker with binary interests – the personal and 

the professional.  

In contrast, nursing was defined as a practice of balancing multiple, conflicting interests, 

of which industry was merely one and not always the most ethically significant (Bishop & 

Scudder, 1990; Freidson, 1970; Varcoe et al., 2004). Nurses elsewhere have reported moral 

distress arising from the corporatization of healthcare institutions and the subsequent emphasis 

on the scarcity of resources, efficiency and quantitative measurement of outcomes (Varcoe et al., 

2004). In this kind of context, certain ethical concerns were privileged above others, and nurses 

cautiously exercised a moral agency, which balanced doing the ‘right thing’ and not jeopardizing 

their future ability to assert themselves (Varcoe et al., 2004). In regards to industry interactions, 

engaging with industry was often the way to further what they believed were patients’ interests 

such as providing a catered support group to people living with HIV/AIDS (Grundy, 2013). 

Further, interacting with industry frequently opened up possibilities for nurses in their practice to 

have a voice as a valued member of the clinical team, direct access to continuing education and 

practice information, and opportunities for professional networking.  

Wadmann (2014) argues that the current policy climate is contradictory. In her study of 

physicians who undertook contract research, researchers were subject both to policies that sought 

to encourage industry collaboration and conflict of interest policies that tended to result in 

“blame games” (Wadmann, 2014). Consequently, the public discourse centers on the morality of 

the individual – one that is currently contested as physicians and industry trade associations seek 



 187 

to reframe this characterization toward that of an entrepreneur. What is left unaddressed and 

unscrutinized is the infrastructure that contributes to creating the conditions under which 

conflicts of interest arise (Wadmann, 2014).  

Similarly, nurses in this study were left to manage the practical and ethical aspects of 

interacting with industry on an individual, ad-hoc basis, and a spectrum of distinct practices 

emerged. That they were able to perceive the ethical dimension of these interactions at all 

resulted haphazardly from their individual experiences in practice over time. These individuals 

disclosed through their practices that what was at stake in the course of these interactions was the 

well being of their institutions, patients and occasionally the public at large. Following Vetelsen 

(1994), a major problem for participants, and others engaged in interacting with industry, seems 

to be the ability to recognize the potential for conflict of interest and actually perceive specific 

situations as a moral problem.  

Working against this kind of moral perception, however, is an institutional climate that 

creates invisibility around these practices and seeks both to foster industry interactions, while 

attempting to create the perception that these interactions are ethically benign (Wadmann, 2014). 

In this case, the infrastructure that creates the conditions in which conflicts of interest are 

increasingly normalized and built into institutional functioning includes the nursing practices on 

which hospitals “run,” and the relations of power, which shape these practices. A review of 

research on the ethical practice of nursing shows three persistent phenomena: 1) nurses, though 

concerned about ethical dilemmas and experiencing moral distress, frequently take no action or 

are uncertain about what action to take as they experience being overruled by physicians or 

confronting other barriers they cannot overcome; 2) when they do take action, they are 

frequently ostracized and subsequently act covertly or subversively instead; 3) particularly 
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among newly graduated nurses, nurses fail to assert themselves in moral conflict, and alleviate 

their moral distress through passive acceptance or compromise (Woods, 2005). To address these 

conflicts will require not only that individuals are primed to recognize conflicts of interests, but 

that these infrastructural conditions are addressed. The revised Code of Ethics for nurses 

explicitly calls on nurses to “establish, maintain, and improve the ethical environment of the 

work setting and conditions of employment” (American Nurses Association, 2015); however, the 

Code still makes no mention of medically-related industry even when discussing conflicts of 

interest, though this is not surprising giving the persistent invisibility of this phenomenon. 

Vetlesen (1994) defines a “moral space” as a social and political climate that fosters 

moral awareness and perception; the Code of Ethics for Nurses refers to this as a “moral milieu” 

(American Nurses Association, 2015). A moral space is enacted through social relations, which 

are necessarily relations of power, and requires a participatory stance (Vetlesen, 1994, p. 9). To 

effectively address conflicts of interest within nursing practice, nurses require a moral space that 

acknowledges that these interactions in fact occur, that validates their feelings of unease as they 

arise, and empowers them to subsequently make moral judgments and take moral action. This 

kind of ethics would need to be grounded in practice as it actually occurs, rather than housed in 

imported principles needing application to practice. Finally, however, the creation of this kind of 

moral space would require that power relations be confronted and addressed and that institutional 

conflicts of interest be addressed.  

Recommendations 

 I now present a series of policy proposals that could help to build a climate that reduces 

the possibility of conflict of interest, promotes transparency, and fosters moral attunement in the 

context of interactions with industry. Medically-related industry is an important part of 
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healthcare – clinicians could not currently practice without the drugs, devices, equipment and 

supplies produced by these companies. These proposals are designed to suggest ways to best 

work together: to promote developments in the quality and safety of care that are also cost-

effective; to base decision making on unbiased information; to ensure transparency and the 

preservation of public trust; and to prepare clinicians for this aspect of their practice.  

Promoting Developments in the Quality and Safety of Care 

• Nurses should be encouraged to work with industry toward the design of better 

products. Many participants worked actively with industry to provide feedback on new and 

existing products. Capturing the perspectives of the people who use these products is 

essential if products are to be improved; nurses are also uniquely positioned to offer insight 

as to the needs of patients as related to products. However, nurses’ consulting work and 

participation in market research should be disclosed to their employers and reported in Open 

Payments (under the Sunshine Act) if compensation is received, so that possible conflicts of 

interest can be evaluated and managed. Market research that employs a double-blinded 

procedure and is conducted by a third party (the company is not aware of the identity of the 

nurse consulting and the nurse is not aware of the product’s brand) would be the best way to 

prevent conflicts of interest while ensuring collaboration.  

• Hospitals should create testing centers for staff nurses to trial products and provide 

feedback. Some institutions I encountered had created product-testing centers where staff 

nurses could handle and evaluate product samples in a systematic, uninterrupted, and 

collective space. Products could be compared head-to-head and collectively. Nurses could 

learn about products, ask questions and provide feedback to sales representatives on product 

developments. This could occur in a transparent, professional setting during work hours 
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without competing demands on nurses’ attention or the need for inducements, for example, 

free lunch in exchange for giving up a lunch break. 

Basing Decisions on Unbiased Information 

• Create a “Consumer Products Report” or a platform for crowd-sourced reviews for 

medical devices, equipment and supplies. Participants expressed the need for unbiased 

product information, particularly a means to compare products side-by-side. Frequently they 

requested product references from other institutions, which sales representatives provided. A 

not-for-profit organization, like Consumer Reports (which accepts no advertising, pays for all 

products reviewed, and conducts its own testing), would be highly valuable to this sector in 

providing independent, unbiased reviews of medical products. Alternatively, hospitals could 

share and pool the results of their small-scale, in-house, product trials and product reviews in 

a web-based, crowd-sourced platform as a means to access product references directly. 

• As far as possible, marketing, when inevitable, should be made as explicit and 

transparent as possible and occur in a group setting. Many of the Value Analysis 

committees had restricted the access of sales reps, preferring a setting where clinicians could 

talk to one another. While this kind of internal dialogue is important and served to prevent 

fragmentation among clinicians, it also had the unintended consequence of requiring the 

‘cold call’ to occur outside of the formal, collective process and reified it as an essential first 

step. Individuals were left to manage sales visits on their own time and were left susceptible 

to whatever marketing strategies were employed. The model of the “Farmer’s Market” 

whereby sales reps are invited to present to the committee as a whole might be a better model 

as the marketing is explicit, the committee collectively evaluates the information and the 

effects of individual clinician-industry relationships are mitigated.  
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• Researchers should develop tools to assist hospitals in making evidence-based 

evaluations of “value.” In several countries with nationalized health systems, value analysis, 

also called health technology assessment, is conducted by an independent, centralized 

organization (see the Canadian Agency for Drugs and Technology in Health, the United 

Kingdom’s National Institute for Health and Care Excellence) (Pearson & Rawlins, 2005; 

Wilensky, 2006). In the US, researchers at the Institute for Clinical and Economic Review 

have developed a matrix tool and decision making process to aid in the evaluation of medical 

tests and treatments (Ollendorf & Pearson, 2010). Nurse researchers could develop similar 

tools that are targeted at the evaluation of tools used in nursing care and based on outcomes 

of interest to nursing practice. 

Ensuring Transparency and Public Trust 

• Industry relations and disclosure policies should be inclusive of all clinical disciplines. 

In the case of the Sunshine Act, all employees of institutions who receive reimbursement 

from Medicare or Medicaid should be subject to payment disclosures. Nurses should be 

permitted the same freedoms, but also be subject to the same disclosure policies as their 

physician colleagues at the institutional level.  

• All institutions that receive federal reimbursement should also be subject to public 

disclosure of industry payments. This will make more transparent institutional conflicts of 

interest. 

• Policies should prohibit clinicians from receiving gifts, including food or drinks from 

industry representatives. Disclosure is a critical, but limited first step toward addressing 

conflicts of interest (Institute of Medicine, 2009). However, disclosure does little to alter the 

conditions under which conflicts of interest are created, and as a political solution, leaves the 
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management of conflicts to patients who are in the weakest position to interpret and address 

these conditions (Wadmann, 2014). If interactions with industry are indeed as beneficial and 

necessary as they are purported to be, clinicians should not require inducements in the form 

of gifts to participate (Katz, Caplan, & Merz, 2010). This kind of approach would require the 

leadership not only of institutions, but also professional associations, as the boundaries of the 

workplace are highly permeable to the gifts that clinicians receive at conferences, and other 

“educational” events.  

• Professional associations and licensing boards should require the disclosure of receipt 

of payments and gifts. Upon re-certification or license renewal, clinicians should report the 

receipt of payments and gifts, and this information should be made available to employers 

and the public. While it may be difficult for institutions to effectively implement policies 

pertaining to activities outside of the workplace, the professional bodies to which clinicians 

are accountable may be important stakeholders in ensuring that professional judgment 

remains free from marketing influence.  

• Industry representatives working in clinical spaces in a support capacity need clear role 

definition. A study of the experiences of industry-employed allied professionals, who 

regularly and directly interacted with patients while providing technical support for an 

implantable cardiac device, found that they experienced moral distress through role 

ambiguity (Mueller, Ottenberg, Hayes, & Koenig, 2011). They described the increasing 

burdens of “customer service” expectations and the growth of inappropriate involvement 

such as remedying staffing shortages and participation in direct patient care. They desired 

clearer role definition and boundaries to avoid being placed in compromising and distressing 

situations such might accompany the deactivations of cardiac devices (Mueller et al., 2011). 
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Similarly, the misalignment of incentives resulted in the blurring of boundaries between the 

support and sales aspects of the roles of industry support personnel. For example, the 

individual providing technical support in the OR is frequently working on sales commission. 

In instances where industry provides essential expertise, this expertise should be 

compensated, rather than its cost passed onto the patient or insurer. This will make more 

transparent the value of industry expertise, the costs of providing this kind of service, and 

perhaps use hospital human resources more effectively. 

Preparing Clinicians for Interacting with Industry 

• Interacting with industry should be included in the preparation of clinicians, and 

especially nurse managers and leaders. Participants noted the general lack of preparation 

in their formal education, workplace orientation, and ongoing continuing education for 

interacting with industry. They specifically lacked critical appraisal skills, which were 

necessary to adequately research new products for purchase and to evaluate inservice and 

other continuing education content. Moreover, they noted that they had never had occasion to 

discuss interacting with industry, the challenges and benefits, or the ethical issues that arose. 

Woods (2005) recommends that ethics education actively confront the constraints of the 

systems in which nurses work from both an idealistic perspective and also practically through 

the use of ethical role models in practice settings. Ethics education that is grounded in 

practice, actively confronts the gap between the ideal and the real, and empowers nurses to 

find their professional voice in articulating these gaps is required (Woods, 2005). 

Revisiting the Sunshine Act 

With the release of the website Open Payments and the initial disclosure of $3.5 billion 

paid to physicians, one journalist noted that the resultant media coverage did not reflect the 
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public concern and high profile exposés that preceded the passing of the Sunshine Act (Orstein, 

2014). Coverage, if critical at all, criticized the quality of the data reporting (Orstein, 2014). 

Instead, the media lauded physician recipients of industry payments as entrepreneurs, innovators 

and inventors (Lee, 2014; Rockoff, 2014). For example, Dr. Timonthy Chuter, a vascular 

surgeon at UCSF, is in the top ten among physicians who received payments from industry. 

Although he declines to draw a salary from UCSF, he received $2.3 million in royalties in the 

second half of 2013 for his stent graft patents, licensed to Cook Incorporated, which are used to 

prevent blood vessels from rupturing. A journalist acclaimed this “pioneering treatment” and 

portrayed Dr. Chuter as a “tinkering” inventor with a workshop set up in his home to allow him 

to prototype his ideas (Lee, 2014). Although royalty and licensing payments represent the 

biggest category of disclosed payments (about $302.5 million), promotional speaking (at $202.6 

million) and consulting (at $158.2 million) are not far behind (Orstein, 2014), which does not 

adequately account for the framing of recipients of industry payments as “inventors.” 

The release of this payments data has created an opportunity to shape and contest the way 

that the public perceives the relationships between clinicians and industry. Physician and 

industry trade associations vigorously lobbied CMS prior to the release of Open Payments to 

have CMS provide “a context” for payments data, suggesting that the public would otherwise 

misinterpret these disclosures and mistakenly consider all industry relationships unethical 

(Loftus, 2014). Now that these financial relationships have been made more transparent, 

physicians and industry are united in suggesting that the public requires a re-education to 

understand and evaluate this information. This suggests a disconnect between the public’s 

anticipated gut reaction and the way those with a stake in these financial relationships would like 

to be perceived.  
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When I spoke of my findings to family, friends, or other members of the lay public, most 

admitted that they had no knowledge of the degree to which sales representatives were built into 

the day-to-day functioning of hospitals, and yet, expressed a deep concern over reports that sales 

representatives were frequently present in clinical spaces. In order to preserve the public’s trust 

in the healthcare system and to work toward advances that will improve the safety, quality and 

cost of healthcare, the health sector needs to adopt policies that ensure transparency, align 

incentives to prevent conflicts of interest, and foster an ethical climate that prioritizes the public 

interest. 

Nurses in this study were not typically the recipients of large payments, trips to Hawaii or 

patent royalties, unlike the physicians profiled in the media, though participants reported that 

nurse colleagues were sometimes the recipients of such gifts. Instead, nurses described how 

industry representatives, their product information and marketing activities were so much a part 

of their everyday practice that they were largely taken-for-granted. Interacting with industry was 

frequently built into their job description, a part of routine patient care, or a source of 

information needed for their practice. Industry was also the source of samples, lavish dinners, the 

spectacle that was the annual trade show, and free lunch. Although many participants attempted 

to create a boundary between the service, support and information functions that industry 

fulfilled and marketing activities, nurses also described how these things frequently traveled 

together. It was sometimes difficult to separate the service from the sales; at other times, the 

sales function was tolerated due to the need for the service.  

The question that remains for all stakeholders is: “Are nurses being influenced by 

marketing and does this negatively affect patient care?” The experiences of nurses described 

herein, however, speak to the difficulties in answering this question as interactions with industry 
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have become built in to day-to-day practice, the lines between marketing and other activities 

blurred. However, the nurse – held high in the public’s esteem and expertly positioned to act as a 

patient advocate – may be the clinician most able to make transparent and mitigate the harms of 

conflicts of interest in clinical practice. This will require that the relationships between clinicians, 

institutions and medically-related industry be made visible, that concerns about these 

relationships be made audible, and that the work of taking care of others be valued. 
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Appendix A 
 

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 
DEMOGRAPHICS QUESTIONNAIRE 

 
Study Title:  
Exploring the Interactions between Registered Nurses and industry in clinical practice 
 

1.  Age:_____________________________________________________________ 
 
2. Gender: Male  Female  Other  Decline to Answer 

 
3. Education:  

 
Associates  Baccalaureate   Masters Other: __________________ 

 
4. Race/ Ethnicity: ____________________________________________________ 

 
5. Employment Title: __________________________________________________ 

 
6. Clinical Area (if applicable): __________________________________________ 

 
7. Your employer is funded: 

 
Privately  Publicly  Other: ________________________ 
 

8. In the past year, how many of the following have you attended: 
 

Conferences/meetings with a corporate sponsor: ____________________ 
 
Inservices or continuing education with a corporate sponsor: ___________ 
 
Team meetings with a sales representative: _________________ 
 
One to one meetings with a sales representative: ____________ 
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Appendix B 
 

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 
INDIVIDUAL INTERVIEW GUIDE 

 
Study Title:  
Exploring the Interactions between Registered Nurses and Industry in Clinical Practice 
 
Specific Aims: 
1) to describe the interactions between RNs and industry and the nature of these interactions in a 
variety of institutional contexts; and 
2) to analyze the potential impact of these interactions on the cost, quality and safety of patient 
care. 
 
Preamble: 
I am interested in your perceptions as to how Registered Nurses and industry interact in clinical 
practice and the implications of these interactions.  When I say “industry” I mean the companies 
whose sales representatives, educators, products, marketing or sponsorship that you have come 
across in your clinical practice, continuing education, at conferences or anything/anywhere else 
you can think of.  I am interested in what you thought of these interactions and what you think 
they mean for nurses and patients. You are free to refuse to answer any question or to stop the 
interview at any time. 
 
Main question Probes Notes 
Tell me a little bit about your 
job and role in the clinical 
setting. 

Role? Types of work 
activities? 
Clinical area? 
Describe your work setting?  
Describe your work team? 

 

Generally speaking, which 
industries do you perceive 
interact most frequently with 
nurses? 

Sponsors at events? 
Sales reps from which kinds 
of companies? 
Ads or marketing? 

 

Think back to the last time 
you had some sort of 
interaction or witnessed a 
nurse-industry interaction. 
 
Tell me the story behind this 
interaction. 

This could be a person, 
product, or marketing that 
stood out for you. 
Who was involved? 
What happened? 
How did the nurses respond? 
How did the industry reps 
respond? 
What were the 
consequences/impact of this 
interaction? 

 

Tell me about another time 
that comes to mind when you 

A time that it resulted in a 
different outcome. . . 
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had an interaction with 
industry. 

A personal interaction . . .  
An interaction with a 
product. . .  
Continuing ed/conference 
experience? 
An interaction with 
marketing. . .  

Reflecting on these 
interactions, what do you feel 
the impacts or outcomes of 
these interactions are? 

On nursing practice? 
Patient care? 
The healthcare sector? 
Positive/negative? 
Limitations? 
Benefits? 

 

In your opinion, is there an 
example of an ideal nurse-
industry partnership and what 
would it look like? 

What role would nurses play 
in the business side of 
healthcare? 
Could industry improve 
patient care? If so, how? If 
not, why? 
Could industry improve 
nursing practice? If so, how? 
If not, why? 

 

Thank you so much for your 
time.  In wrapping up, did 
you have any other 
comments you would like to 
share that we didn’t touch 
on? 
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Appendix C 
 

Coding Scheme 
 

Code name Sub codes Description 
EDUCATION/ 
INFORMATION 

Conferences, CEs 
Drug and product info 
Drug dinners 
Focus groups and 
consulting 
Health IT 
Inservices 
Networking 
Nurse reps 
Patient education 
Practice guidelines 
Professional orgs 
Speakers’ bureaus 
 

All nurse-industry interactions that center 
around “education” or “information” 
including drug dinners, industry-
sponsored CEs, inservices; also included 
is patient education transmitted through 
nursing; the use of nurse and other 
clinician-reps to deliver nursing 
education; perceived gaps around 
education and the indispensability of 
industry in delivering education, 
particularly product education 

FORMAL 
NEUTRALIZING 
PROCESSES 

Bans on interaction 
Contracts 
Disclosure 
Formulary 
ID mechanisms 
Preparation for 
interaction 
Product evaluation 
Vendor credentialing 
 

Processes and policies in place that are 
designed to ensure that nurse-industry 
interactions are “ethical” and mitigates 
effects on cost/quality/safety; perhaps 
contributes to the sense that “these 
interactions don’t happen”, thus the 
‘neutralizing’ characterization; includes 
value analysis and product evaluation 
processes; vendor credentialing; 
mechanisms used to ‘identify’ vendors in 
healthcare settings 

INFORMAL 
NEUTRALIZING 
PROCESSES 

Boundary work 
Mentorship 
Peers, clinical vetting 
Policing 
“rules of engagement” 
Tactics and strategies 
Tool for the job 
Vigilance, paranoia, 
distrust 

Individual-level processes and practices 
designed to ‘manage’ or ‘navigate’ 
industry interactions, derived 
experientially and evolved informally; 
include personal “rules of engagement”, 
tactics or strategies for dealing with 
vendors, the setting and maintaining of 
boundaries and the policing of industry 
activities in healthcare settings 

GUIDING LOGICS Bias/disclosure/COI* 
Characterizations/ 
metaphors 
Cultural predisposition 
Ethical frames 
Indispensability 
Philosophies, mantras 

For lack of a better word, how nurses and 
others make sense of their interactions 
with industry; my suspicion is that they 
are developed in response to both local 
conditions but also pervasive ideologies 
in healthcare such as neoliberalism and 
the primacy of technological innovation; 
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Sales, profit 
Trust/distrust*  
Useful, tools 
 
*may also be a logic in 
addition to own 
category 

I am hoping this will capture the 
ambivalence expressed by many 
participants, but also to show the range of 
orientations toward industry interactions 
from industry as indispensable to 
industry as categorically untrustworthy; 
many have attempted to distinguish 
between the ‘ethical’ and ‘unethical’ or 
interactions versus ‘influence’ and I want 
to capture these logics, perhaps 
discovering that there are commonalities 
or key differences related to context or 
practices; ultimately I would like to 
contrast these logics with the practices 
displayed in the participant narratives, 
linking each participant’s logic to their 
practices to understand the consistencies, 
inconsistencies and how they constitute 
one another; but also how they 
accommodate each other and how they 
can be reconciled (i.e. in what kind of a 
world does this make sense? What world 
enables the commensurable 
actions/logics?) 

CONTEXT & 
CONDITIONS 

“acting corporate” 
Economics 
Ideologies 
Institutional forces 
Leadership 
Nursing work 
environments 
Patient factors 
Physical spaces 
Physicians and 
prescribers 
Policy 
Purchasing 
Regulatory concerns 
Resource gaps 
Technology 
 

The contextual factors that may shape 
nurse-industry interactions including 
space & place, work organization, 
institutional factors, regulatory concerns 
(e.g. ACA), corporate influences (e.g. 
“lean” journey) and neoliberal tendencies 
within healthcare organizations, 
technology, resource gaps both local and 
extra-local, noting those that are unique 
to each site and those that are in common 

NURSING 
CAPACITY 

Advocacy 
Decision-making 
Feedback and trialing 
Influence 
Knowledge and 

This code is reserved for descriptions of 
nurses’ capacity to make key decisions, 
particularly key areas of ‘influence’ 
within healthcare; also I hope to capture 
the descriptions of nursing’s particular, 
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expertise 
Workarounds 

specialized knowledge and expertise that 
is targeted by industry or which is 
mobilized in clinical decision-making 

MARKETING 
REPRESENTATIONS 

Gifts 
Marketing activities 
Nurse reps 
Sales reps 
Samples 
 

I want to group all the data that discusses 
sales representatives, marketing materials 
(food, gifts etc.) and marketing activities; 
a lot of this will be concrete narratives 
and field notes from direct observation; I 
am interested in the ways they are 
characterized and the nature of the 
interactions themselves 

IMPACTS Cost of care, cost driver 
Quality of care 
Safety of care 

With a nod to AHRQ and thinking that I 
often have to make this link as a 
justification for the value of the study, I 
want to group any references made to the 
impact of marketing activities on cost, 
quality or safety, either experiences or 
perceptions of 

TRUST Distrust This has been such a pervasive term that 
I think I need to code for it; conversely, 
“distrust”, even “paranoia” might be a 
sub code to pull out 

BIAS Disclosure 
Transparency 

Not sure about this code, but there have 
been many general references to the 
concept of ‘bias’; it has such currency in 
this literature, I think it is worth coding 
for; but I also think that relevant sub 
codes that will emerge include 
discussions about transparency and 
disclosure as it relates to patients and the 
public 

RELATIONAL Partnerships 
 

How relationships are characterized, the 
contours of the relationships; ranging 
from conflict to confrontation to 
collaboration 

REFLEXIVE  Code for text that refers to my 
work/role/position and how participants 
situate me or my project 

EVIDENCE AND 
RESEARCH 

 Use of evidence and research in decision 
making; participation of industry in 
creating evidence and industry use of 
research; presence of evidence and 
research in marketing 
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Appendix D 
 

Content Analysis Instrument 
 

SECTION 1: Marketing demographics 
 

1. Nickname/No: ___________________________ 
 

2. Name of company: ________________________ 
 
3. Timing of marketing: 

3.1. Mailed in advance 
3.2. In conference tote 
3.3. Collected at conference  
3.4. Mailed in follow-up 

 
4. Primary marketing format: 

4.1. Postcard (< 8.5 x 11) 
4.2. Brochure (multi-paged)  
4.3. Flyer (8.5 x 11 or >) 
4.4. Pocket guide/educational tool 
4.5. Email 

 
5. Type of company:  

5.1. Pharmaceutical 
5.2. Medical device/equipment  
5.3. Wound/ostomy/personal care and hygiene 
5.4. Nutrition 
5.5. Health IT (software only) 
5.6. Other (publishing, employers, education etc.) 

 
SECTION 2: Purpose of marketing message 
 
6. Did the company advertise their booth or conference presence? 

6.1. Yes (1) 
6.2. No (0) 

 
7. Did the company advertise a specific product(s) mentioned by brand name? 

7.1. Single, brand name product (1) 
7.2. Group of brand name products (2) 
7.3. Suite of products, not branded (3) 
7.4. Company brand only, not reference to specific product(s) (4) 

 
8. Did the company advertise educational sessions or offerings? 

8.1. Yes (1) 
8.2. No (0) 
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9. If yes, did they offer 

9.1. CEs or CERPs? (1) 
9.2. No CEs or CERPs? (0) 

 
10. Did the company recruit for market research, request completion of any type of survey? 

10.1. Yes (1) 
10.2. No (0) 

 
 
SECTION 3: Marketing message themes 
 
11. Did the marketing messages mention “safety” or “safe”? 

11.1. Yes (1) 
11.2. No (0) 

 
12. Did the marketing messages refer to “risk”, “prevention” or describe a threat to safety or 

health? 
12.1. Yes (1) 
12.2. No (0) 

 
13. Did the marketing messages refer to “quality”, describe improvements or better outcomes 

(for the patient)? 
13.1. Yes (1) 
13.2. No (0) 

 
14. Did the marketing messages suggest a knowledge deficit or emphasize learning or education? 

14.1. Yes (1) 
14.2. No (0) 

 
15. Did the marketing messages reference nursing’s power, influence or decision-making? 

15.1. Yes (1) 
15.2. No (0) 

 
16. Did the marketing messages refer to ease, convenience, ergonomics, timesavings or better 

outcomes for the nurse? 
16.1. Yes (1) 
16.2. No (0) 

 
17. Did the marketing messages refer to physicians or prescribers in any way? 

17.1. Yes (1) 
17.2. No (0) 

 
18. Did the marketing messages reference cost or savings? 

18.1. Yes (1) 
18.2. No (0) 
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19. Did the marketing message refer to a particular product price? 

19.1. Yes (1) 
19.2. No (0) 

 
SECTION 4: Marketing strategies 
 
20. Did the marketing material cite industry, national or professional standards or regulations? 

20.1. Yes (1) 
20.2. No (0) 

 
21. Did the marketing material reference expert testimony or advertise education by clinical 

experts? 
21.1. Yes (1) 
21.2. No (0) 

 
22. Did the marketing material reference patient testimony, advertise education by patients or 

refer to the patient perspective? 
22.1. Yes (1) 
22.2. No (0) 

 
23. Did the marketing material reference institutional testimony or name a specific institution in 

reference to products or the company? 
23.1. Yes (1) 
23.2. No (0) 

 
24. Did the marketing material claim use “evidence” or be “evidence-based” or to be 

“scientific”? 
24.1. Yes (1) 
24.2. No (0) 

 
25. If yes, did the marketing material cite research, or present findings in a 

scientific way (i.e. table, graph, graphic)? 
25.1. Yes (1) 
25.2. No (0) 

 
26. If yes, was the research cited peer-reviewed? 

26.1. Yes (1) 
26.2. No (0) (company data, proprietary data, data on file with 

company) 
 
27. Did the marketing material offer a gift, giveaway or chance to win a gift? 

27.1. Yes (1) 
27.2. No (0) 
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28. If yes, how many separate gifts or giveaways were offered? 
28.1. One 
28.2. Two 
28.3. Three 
28.4. Four 

 
29. If yes, was the gift: 

29.1. For the individual (personal use) 
29.2. For the hospital or clinical use 
29.3. For both 

 
30. If yes, was the gift: 

30.1. A product sample 
30.2. Trinket/knickknack (<$10) 
30.3. Educational 
30.4. For patient or clinical use 
30.5. Personal gift >$10 (i.e. Coach purse, TV etc.) 

 
31. Did the marketing material use striking or emotional images unrelated to a particular 

product? 
31.1. Yes (1) 
31.2. No (0) 

 
32. Did the marketing material use striking or emotional messages unrelated to a particular 

product? 
32.1. Yes (1) 
32.2. No (0) 

 
 
SECTION 5: Description of key images: In 5 words or less, describe each image and its effect 
 
33. Number of photos or images (including graphs): _______________ 
 
34. Description of photo/image #1: 

_____________________________________________________ 
 

35. Description of photo/image #2: 
_____________________________________________________ 

 
36. Description of photo/image #3: 

_____________________________________________________ 
 

37. Description of photo/image #4: 
______________________________________________________ 
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SECTION 6: Overall impression and notes 
 
38. Overall impression from marketing material  

 
___________________________________________________________________________ 
 
___________________________________________________________________________ 
 
 
NOTES: 
 

 
 

 
 

 
 






