We are interested in
academic detailing, as it
provides well-balanced,
evidence-based informa-
tion to clinicians, with
the potential to improve
patient health outcomes
and minimize cost to the
health care system.

Nous sommes intéressés a
la visite académique, car
cette démarche permet de
fournir aux cliniciens des
renseignements équilibrés
et fondés sur des données
probantes qui offrent la
possibilité d améliorer les
résultats pour la santé des
patients et de réduire au
minimum les coilts pour le

systeme de soins de santé.
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Medications are the second largest and fastest
growing health care cost in Canada.' In 2010,
there were 499.6 million prescriptions dispensed
across Canada, representing a total of $23.3 bil-
lion.? While medications often produce extensive
improvements in patient health and well-being,
they have also been associated with many prevent-
able adverse events.** In practice, medications are
often used at different dosages, with other medica-
tions or for patients or conditions that were not
included in clinical trials. These factors reflect the
complexity of real-world practice and can result in
suboptimal medication use that contributes to drug-
related morbidity and mortality.” In 2000, the cost of
drug-related morbidity and mortality resulting from
drug-related problems exceeded $177.4 billion US
in the United States.® According to a Canadian study
completed in 2000, adverse drug reactions occur
frequently (7.5 per 100 hospital admissions),” are
preventable (36.9%)” and prolong hospital stay by
an average of 3.6 days.®

There have been a number of strategies evalu-
ated to improve medication prescribing and use.
An overview of 41 systematic reviews of interven-
tions to change provider behaviour® found that
passive approaches were unlikely to affect changes
in provider behaviour, while academic detailing
(AD or educational outreach) was considered to
be a promising approach, even when delivered as a
single intervention.” AD is a method of continuing
education in which a trained health care profes-
sional meets with a prescriber (e.g., family physician
or nurse practitioner) in their practice setting to
provide one-on-one evidence-based information.'
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The information given may include feedback about
their performance or may be based on overcoming
obstacles to change practice. Academic detailing is
frequently provided in multifaceted interventions
with written materials, continuing education and
feedback. One of the main components of aca-
demic detailing is that detailers (mostly pharma-
cists, sometimes nurses or other physicians) provide
well-balanced, objective information; this can be
accomplished because they are not employed by the
pharmaceutical industry and the academic detail-
ing programs do not have any financial links to the
pharmaceutical industry.

AD has been employed to effect changes in pre-
scribing practices based on the best available evi-
dence to improve patient health outcomes. Some
improvements in the appropriate prescribing by
physicians for antibiotics,'"* benzodiazepines,'*¢
NSAIDs,'!® acid-peptic disease management' and
diuretics for hypertension® have been observed.
AD has also been employed to target behaviours
related to the provision of preventive services or
the general management of conditions commonly
seen in general practice, such as the management
of patients with diabetes,” patients with osteopo-
rosis,” the provision of smoking cessation advice*
or cancer screening.”* A Health Council of Canada
report® corroborated these findings as part of a
review of interventions to target suboptimal pre-
scribing. AD was among one of the more highly
effective interventions discussed, with some studies
showing improvements ranging from 1% to 2%, to
improvements as large as 24% to 45%.% The reason
for the large variance is unknown, but factors such
MAY/JUNE 2012 - VOL 145, NO 3



as physicians’ baseline knowledge of the evidence,

number of physicians per AD visit, clinic location,

complexity of behaviour change and the make-up
of the academic detailing visit have all been consid-
ered.”””® In a Cochrane review, 69 studies showed
that academic detailing consistently provided small
changes in prescribing that could lead to significant
changes, with hundreds of patients being affected.?”

Soumerai and Avorn recommend that the fol-
lowing principles of educational outreach be incor-
porated into academic detailing to improve clinical
decision-making:*

1. Conduct interviews with target audience to inves-
tigate baseline knowledge and motivations for
current prescribing and practice patterns.

2. Focus programs on specific groups of prescribers
and opinion leaders.

3. Define clear educational and behavioural objec-
tives.

4. Establish credibility through a respected organi-
zational identity, referencing authoritative and
unbiased sources of information and presenting
both sides of controversial issues.

5. Stimulate active physician participation in edu-
cational interactions.

6. Use concise graphic educational materials.

7. Highlight and repeat the essential messages.

8. Provide positive reinforcement of improved
prescribing practices during follow-up visits.

The objectives of this article are to provide a brief
overview of academic detailing activity in Canada
and describe the role of pharmacists as academic
detailers.

Academic detailing across Canada

The academic detailing programs in Canada have
followed some (if not all) of the principles of aca-
demic detailing to foster improved clinical decision-
making. In 2003, the Canadian Academic Detailing
Collaboration (CADC) was developed by 6 prov-
inces (NS, ON, MB, SK, AB and BC) to represent the
academic detailers of Canada.’®*! With the support
of the Canadian Agency for Drugs and Technolo-
gies in Health (CADTH), representatives from each
academic detailing program meet monthly (online)
to share experiences in academic detailing. CADC
and CADTH have worked together to develop and
disseminate key messages of CADTH’s evidence
reviews to prescribers. The mission of CADCisto 1)
promote the development and visibility of academic
detailing in Canada, 2) collaborate in developing
and disseminating evidence-informed interven-
tions to optimize practice and 3) facilitate research

and evaluation of academic detailing initiatives on
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KEY POINTS P

+ Academic detailing has been shown to improve patient health
outcomes.

« Academic detailing is currently available province-wide in
British Columbia, Saskatchewan and Nova Scotia.

« The role of the pharmacist can include academic detailer, evidence
reviewer for topics, developer of key messages and content/support-
ing tools, developer of the evaluation framework and trainer of other
academic detailers.

health outcomes in Canada. Since rigorous evidence
of the real-world impacts of academic detailing in
Canadian settings is lacking, the CADC provinces
formed the Academic Detailing Evaluation Partner-
ship Team (ADEPT) in 2008 to evaluate the impact
of detailing on physician prescribing. The research,
co-funded by the Canadian Institutes of Health
Research and provincial health research agencies,
is ongoing until March 31, 2013, with all provinces
having completed 1 or more topics and currently
proceeding to the data analysis phase. The project is
facilitating valuable relationships between provincial
research teams, through materials development for
common topics, defining measurable indicators and
establishing analytic protocols. The research is also
a testing ground for the development of common
and practical impact evaluation methods for the
ongoing assessment of health improvement strat-
egies (e.g., use of the randomized designed delay
trial method for comparing physician prescribing).*?
Changes in prescribing will be reviewed and the
magnitude of impact on health outcomes will be
analyzed with a meta-analysis of aggregate level
results performed across the provinces. The study
also includes a qualitative review of physician and
pharmacist/detailer feedback to better understand
the factors that contribute to the effective delivery
of academic detailing programs.

At this time, British Columbia, Saskatchewan
and Nova Scotia have province-wide government-
funded academic detailing programs (personal
communication with the CADC, March 15, 2011).
Other existing academic detailing programs include
Prescription Information Services of Manitoba
(PrISM) and the Hamilton Family Health Team.
Prior academic detailing programs included
the Alberta Health Services (Calgary) Academic
Detailing program and the Centre for Effective
Practice (CEP) Best Practice Support Service (aca-
demic detailing program) in Ontario. The latter 2
programs have not continued due to insufficient
financial support from the provincial governments,
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however, 2 topics detailed in Alberta are currently
being analyzed as part of the ADEPT study and
options are similarly being explored for Ontario’s
involvement. It is hoped that the growing body of
evidence on the positive impact of academic detail-
ing will continue to foster provincial and national
support of government-funded academic detailing
programs. For the current programs, each organi-
zational structure varies with the funding model
and needs of the individual jurisdictions. Table 1
provides a summary of each province’s academic
detailing program (including the existing and past

programs identified above). The table was originally
developed by the Centre for Effective Practice and
subsequently updated and revised by each represen-
tative of the CADC program in March 2011. Follow-
ing is a brief description of each existing academic
detailing program (west to east).

British Columbia Provincial Academic Detailing
(PAD) Service

British Columbia (BC) began providing academic
detailing to family physicians in North and West
Vancouver in 1993. In March 2008, the BC PAD

TABLE 1 Overview of Canadian academic detailing programs

BC Provincial Alberta RxFiles Prescription Hamilton Centre for Dalhousie

Academic Health (Saskatchewan) | Information Family Health Effective Academic

Detailing Service | Services Services of Team Practice Detailing
(Calgary) Manitoba (Ontario) (Ontario) Service
Academic (PriSM) (Nova
Detailing Scotia)

Program start March 2008 Fall 2006 May 1, 1997 February 1, September September | August 2001

date (previously: (ended July 2003 2007 2007
BC Community 2010) (ended
Drug Utilization September
Program, 2008)

1993-2007)

Number of 5.0 (in 2010) 1.4 3.0 0.3 ~ 0.3 academic | 2.0 1.8

detailers (FTE) 9.4 (in 2011) detailing,

(6.1 FTE
integrated
pharmacists in
primary care)

Approximate ~800 (20%) with | 175 (20%) 350 (>50%) 50-100 69 (100%) 125 (69%) ~370 (~55%)

number of MDs | 5 FTE in 2010 (5%-10%)

detailed per

topic

Approximate ~50 NPs, ~200 75 HCPs 150 PHMs 100-200 PHMs, | 12/12 (100%) 30 (18%) 16 NPs,

number of NPs, | PHMs and ~150 | including 10-20 NPs NPs NPs, 25 18 Med

PHMs or HCPs other HCPs with | PHM, RD, NP, (13%) family | students,

per topic 5 FTEs (% N/A) RPN (% N/A) medicine 35 HCPs,

residents 150 PHMs

Average time 43 min 40 min 25 min 30 min 20 min 30 min 28 min

for 1 detailing

session (direct

contact time

with clinician)

Topicsin 2010 | Antibiotics in None Heart failure, Diabetes Hypertension, | None Diabetes
community osteoporosis — Insulin depression — Insulin
practice analogues analogues
(UTI, URTI) and self-
COPD: monitoring
optimizing blood
inhaled glucose,
medications opioids in

chronic non-
cancer pain

COPD = chronic obstructive pulmonary disease; FTE = full-time equivalent; HCPs = health care professionals; MDs = medical doctors; min = minute; PHMs = pharmacists;

N/A = not available; NPs = nurse practitioners; UTI = urinary tract infection; URTI = upper respiratory tract infection.
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service was launched to provide academic detailing i
to physicians and other health care professionals POINTS CLES P
throughout BC. In 2010, 5.0 full-time equivalent

(FTE) detailers provided academic detailing sessions + Il a été démontré que la visite académique améliore les résultats
to approximately 800 family physicians (~20% of the pour la santé des patients.

eligible practising family physicians in BC) on 2 top-
ics: 1) antibiotics in community practice (focus on

- La visite académique est actuellement offerte dans I'ensemble de la

Colombie-Britannique, de la Saskatchewan et de la Nouvelle-Ecosse.
adult respiratory tract infections and uncomplicated

urinary tract infections) and 2) chronic obstructive
pulmonary disease (COPD) — optimizing inhaled
medications. With annual funding of $2.25 million

« Leréle du pharmacien peut varier de celui de formateur en phar-
macothérapie a celui d'examinateur des données probantes ou de
développeur de messages clés, de contenu ou d'outils de soutien ou
encore de cadres d'‘évaluation des agents de formation des forma-

per year, the BC PAD service has expanded to 9.4
FTE academic detailers in 2011. In 2011, their goal
is to reach approximately 2000 family physicians,
which is equivalent to approximately 50% of the
eligible practising family physicians in BC. Drug
therapy topics are recommended by a broad-based
advisory committee with representatives from
medical, pharmacy and university groups. A clini-
cal expert is involved in creating the printed educa-
tional materials, which are peer reviewed by at least
2 physicians. The academic detailing pharmacists
attend an accredited upskilling workshop and do
extensive self-study to ensure they are prepared for
each topic. A rigorous qualitative and quantitative
evaluation is planned for each topic. Technology-
enabled academic detailing (TEAD) has also been
introduced. TEAD uses real-time web conferencing
sessions and an electronic community of practice
to connect academic detailers and physicians. It has
been shown to extend the efficiency of academic
detailers to deliver evidence-informed prescribing
information to physicians despite geographic sepa-
ration.” Details can be found at www.medmatters.
bc.ca/info-hprof/pad.html.

RxFiles (Saskatchewan)

RxFiles began in 1997 as a service to Saskatoon fam-
ily physicians. In 2000, the program was expanded to
provide service to physicians throughout Saskatch-
ewan.* With a budget of $400,000, RxFiles had 3.0
FTE detailers, who educated approximately 350
family physicians (~50% of the eligible practising
family physicians in Saskatchewan) on heart fail-
ure and osteoporosis and other emerging topics in
2010. Topics are chosen based on physician surveys,
practice gaps, current topics in the news and sugges-
tions from groups who identify practice gaps or cur-
rent issues (e.g., Health Quality Council, CADTH,
CADC). RxFiles also keeps drug comparison charts
up to date, publishes online questions and answers
on trials and regularly publishes in the Canadian
Family Physician journal. More information can be
found at www.rxfiles.ca.
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teurs en pharmacothérapie.

Prescription Information Services of Manitoba
(PrISM)

PrISM began in 2003 as an academic detailing ser-
vice to family physicians in Winnipeg and rural
Manitoba. This pilot project began with a one-time
start-up grant and has used project-specific funding
to maintain its function. This limited program has
provided written materials to all pharmacists and
physicians in the province, participates in group
education sessions and uses 0.3 FTE to provide aca-
demic detailing services to 50-100 family physicians
(~5%-10% of eligible practising family physicians
in Manitoba). Topics are selected based on prag-
matic assessment of need, available educational and
financial resources.

Hamilton Family Health Team (Ontario)

In 2008, the Hamilton Family Health Team (HFHT)
took an innovative personalized/patient-specific
approach to academic detailing and merged the role
of the integrated primary care pharmacists practis-
ing within the Family Health Team with the role of
the academic detailer to try to minimize some of
the challenges of academic detailing. The pharmacy
program initiated the idea with no formal budget.
One FTE pharmacist spends approximately 1-2 days
per week developing the academic detailing pro-
gram. Topics are selected by physicians’ needs and
available resources. Since 2008, the 6.1 FTE clinical
pharmacists have detailed the HFHT family physi-
cians and nurse practitioners on smoking cessation,
hypertension and depression. The key messages are
related to the evidence, guidelines and recommen-
dations plus the suggestion to the clinician to refer
patients to see the pharmacist for smoking cessa-
tion education, blood pressure follow-up or medica-
tion review. At this time, academic detailing plays a
small role in the pharmacists’ time — the majority
of their time is spent caring for patients (medica-
tion reviews, diabetes education, smoking cessa-
tion education, etc.). It is estimated that for each
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1.0 FTE pharmacist, 0.05 FTE time is spent on aca-
demic detailing. In 2010, 6.1 FTE clinical pharma-
cists trained in academic detailing educated 69/69
(100%) HFHT family physicians and 12/12 (100%)
HFHT nurse practitioners on hypertension using
updated guidelines and recent evidence. With their
unique role as health care members of the team,
the electronic medical record was used to identify
specific patients with hypertension. The team of
pharmacist and prescriber applied the evidence
to each individual patient to optimize prescribing
practices. Some clinicians referred their patients
with hypertension to the pharmacist for a full medi-
cation review and identification of any drug-related
issues. A descriptive retrospective cohort pilot proj-
ect study on academic detailing in the primary care
setting on smoking cessation was completed in 2011.
Eight pharmacists (5.8 FTE) detailed 48 physicians
and 9 nurse practitioners on the evidence for smok-
ing cessation. Within 6 months, 200 new patients
were referred to the pharmacists for smoking cessa-
tion counselling (data not yet published). To learn
more about the Hamilton Family Health Team, go
to www.hamiltonfht.ca.

Dalhousie Academic Detailing Service (ADS) in Nova
Scotia

In 2001, Nova Scotia became the first province in
Canada to undertake a province-wide academic
detailing program.” Each academic detailing topic
is developed with the assistance of a drug evaluation
pharmacist, at least 1 specialist physician and an
advisory board consisting of 4 urban and rural fam-
ily physicians. With an annual budget of $300,000,
1.8 FTE academic detailers educated approximately
370 family physicians (~55% of family physicians
in the province) on opioids in chronic non-cancer
pain and on insulin analogues and self-monitoring
of blood glucose in 2010. In addition to providing
clinicians with evidence-based information, the
service encourages a culture of critical thinking by
informing them of uncertainties and controversies
in the interpretation of evidence. More informa-
tion can be found at http://cme.medicine.dal.ca/
ADS.htm.

Role of the pharmacist

The role of the pharmacist ranges from academic
detailer, evidence reviewer for topics and topic
selection, developer of key messages and content/
supporting tools, developer of the evaluation frame-
work to trainer of other academic detailers. Train-
ing can be completed through workshops involving
practising prescribers and hands-on experience with
another trained or experienced academic detailer.

Pharmacists with or without doctoral-level training
have been effective in academic detailing.”®*” Train-
ing of an academic detailer involves the history of
academic detailing, evidence supporting the impact
of academic detailing, principles of social market-
ing, the development of key messages, advanced
literature evaluation, an understanding of fam-
ily physicians’ practice environment, role play in
which learners practise an academic detailing visit
and concepts of persuasive communication with
application to academic detailing. The CADC has
been instrumental in coordinating this training for
academic detailers across the country.

The content of material or topic selection varies
based on the program model and needs of the local
physician population of the individual jurisdiction.
The materials are evidence-based with appropri-
ate referencing and are peer reviewed by specialists,
family physicians and pharmacists. The academic
detailing sessions are generally one-on-one in the
clinician’s office setting. The average time spent with
each clinician is approximately 20 minutes to review
3-5 key messages per topic (can range from 5 to 60
minutes per session). Ideally, after each academic
detailing session, the health care professional should
have the opportunity to evaluate the visit and receive
continuing education credits.

Academic detailing does have some inherent
challenges. Many family physicians (up to 50%
in Nova Scotia) have not taken the opportunity
to use academic detailing because they prefer to
access continuing medication education (CME)
in other ways, do not want to schedule office time
for CME, do not want to have CME provided by a
nonphysician and feel AD is time consuming, meant
to cut expenses, politically coloured and/or patron-
izing.*®*” Some ways in which members of CADC
have tried to minimize some of these challenges
include technology-enabled academic detailing,
booking academic detailing sessions during non-
patient scheduled appointments (e.g., lunch, early
morning, non-clinic days), offering CME credits
and providing topics that are up to date and/or rel-
evant to the physicians’ practice. The pharmacists
at the HFHT also see the clinicians at least once
every 2 weeks and can detail key messages between
patient visits at scheduled times, during team meet-
ings and in response to physicians’ patient-specific
drug-related issues.

In summary, pharmacists are often considered
to play a role in academic detailing because of their
training in pharmacology and drug information.
The considerable investment in medications for our
society justifies a parallel investment in academic

detailing as an effective way of enhancing clinical
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decision-making and optimizing medication use.***!

Evidence indicates that academic detailing may pro-
vide benefits that exceed the costs for some but not
all interventions.**** Academic detailing has become
a cornerstone of interventions to optimize prescrib-
ing in 3 provinces that have fully funded programs
providing services to all practising family physicians.
Although smaller academic detailing programs exist,
more support is required to maintain the key prin-
ciples of academic detailing throughout Canada.
This can potentially optimize prescribing practices,
prevent adverse effects and help to ensure value
for our investment in medication while improving
health outcomes for all Canadians.

From the Hamilton Family Health Team, Hamilton,
Ontario. Contact margaret.jin@hamiltonfht.ca.
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