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editor’s key points
• This study shows that patient-
specific academic detailing (PAD) is 
feasible in a primary care set-
ting. The high number of referrals 
to the pharmacists for smoking 
cessation (SC) after the provision 
of PAD shows that it might be a 
promising approach that moves 
beyond knowledge transmission to 
use existing clinical relationships 
and changes to processes within 
the practice setting to stimulate 
substantial behaviour changes. 

• The results of this study can be 
used to plan a larger PAD study 
on SC in an environment where 
policies would encourage such a 
program. A large, multisite, pro-
spective randomized study of PAD 
on SC would be optimal to better 
understand how this approach can 
improve medication prescribing, 
its effectiveness on quit rates, and 
related patient health outcomes.

This article has been peer reviewed. 
Can Fam Physician 2014;60:e16-23

Abstract
Objective  To describe and to determine the feasibility of a patient-specific academic detailing (PAD) smoking 
cessation (SC) program in a primary care setting. 

Design  Descriptive cohort feasibility study. 

Setting Hamilton, Ont. 

Participants Pharmacists, physicians, nurse practitioners, and their patients. 

Interventions  Integrated pharmacists received basic academic detailing training and education on SC and then 
delivered PAD to prescribers using structured verbal education and written materials. Data were collected using 
structured forms. 

Main outcome measures  Five main feasibility criteria were generated 
based on Canadian academic detailing programs: PAD coordinator time 
to train pharmacists less than 40 hours; median time of SC education per 
pharmacist less than 20 hours; median time per PAD session less than 60 
minutes for initial visit; percentage of prescribers receiving PAD within 3 
months greater than 50%; and number of new SC referrals to pharmacists at 
6 months more than 10 patients per 1.0 full-time equivalent (FTE) pharmacist 
(total of approximately 30 patients). 

Results  Eight pharmacists (5.8 FTE) received basic academic detailing 
training and education on SC PAD. Forty-eight physicians and 9 nurse 
practitioners consented to participate in the study. The mean PAD 
coordinator training time was 29.1 hours. The median time for SC education 
was 3.1 hours. The median times for PAD sessions were 15 and 25 
minutes for an initial visit and follow-up visit, respectively. The numbers of 
prescribers who had received PAD at 3 and 6 months were 50 of 64 (78.1%) 
and 57 of 64 (89.1%), respectively. The numbers of new SC referrals at 3 and 
6 months were 11 patients per FTE pharmacist (total of 66 patients) and 34 
patients per FTE pharmacist (total of 200 patients), respectively. 

Conclusion  This study met the predetermined feasibility criteria with 
respect to the management, resources, process, and scientific components. 
Further study is warranted to determine whether PAD is more effective than 
conventional academic detailing.
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Résumé
Objectif Décrire un programme de formation continue en pharmacothérapie spécifique au patient (FPSP) pour la 
cessation du tabagisme (CT) et en déterminer la faisabilité dans un milieu de soins primaires.    

Type d’étude  Étude de cohorte descriptive sur la faisabilité.

Contexte Hamilton, en Ontario. 

Participants Des pharmaciens, des médecins, des infirmières praticiennes et 
leurs patients.  

Interventions  Un groupe intégré de pharmaciens a suivi une formation 
de base en pharmacothérapie et un programme d’éducation en CT, puis 
a présenté cette même formation aux prescripteurs sous forme verbale 
structurée et à l’aide de matériel écrit. Les données ont été recueillies au 
moyen de formulaires structurés.   

Principaux paramètres à l’étude  On a élaboré cinq principaux critères 
de faisabilité en se fondant sur les programmes de formation continue 
en pharmacothérapie canadiens: moins de 40 heures consacrées par le 
coordonnateur du programme de FPSP pour former les pharmaciens; moins 
de 20 heures en moyenne par pharmacien pour la formation en CT; moins de 
60 minutes en moyenne par séance de FPSP pour la visite initiale; plus de 50 % 
des prescripteurs suivant un programme de FPSP dans un délai de 3 mois; et un 
nombre supérieur à 10 nouveaux patients par 1,0 pharmacien équivalent temps 
plein (ETP) envoyés en consultation pour CT (total d’environ 30 patients). 

Résultats  Huit pharmaciens (5,8 ETP) ont reçu une formation en 
pharmacothérapie continue de base et ont suivi un programme d’éducation 
en CT. Quarante-huit médecins et 9 infirmières praticiennes ont consenti à 
participer à l’étude. Le coordonnateur du programme de FPSP a consacré en 
moyenne 29,1 heures pour la formation. La durée moyenne pour la formation 
en CT était de 3,1 heures. La visite initiale et celle de suivi pour les séances du 
FPSP duraient respectivement 15 et 25 minutes. Les nombres de prescripteurs 
ayant suivi la FPSP à 3 et à 6 mois se situaient à 50 sur 64 (78,1 %) et à 57 
sur 64 (89,1 %) respectivement. Les nombres de nouvelles demandes de 
consultation en CT à 3 et à 6 mois s’élevaient respectivement à 11 patients 
par pharmacien ETP (total de 66 patients) et à 34 patients par pharmacien ETP 
(total de 200 patients) respectivement.    

Conclusion Cette étude a satisfait aux critères de faisabilité prédéterminés 
en ce qui concerne la gestion, les ressources, le processus et les composantes 
scientifiques. Des études plus approfondies s’imposent pour déterminer si 
la FPSP est plus efficace que la formation continue en pharmacothérapie 
conventionnelle. 

POINTS DE REPÈRE DU RÉDACTEUR
• Cette étude démontre que 
la formation continue en 
pharmacothérapie spécifique au 
patient (FPSP) est faisable en milieu 
de soins primaires. Le nombre 
élevé de demandes de consultation 
auprès des pharmaciens pour 
cessation du tabagisme (CT) après 
la présentation du programme de 
FPSP démontre que ce pourrait être 
une approche prometteuse qui va 
au-delà de la transmission du savoir 
pour utiliser les relations cliniques 
existantes, changer les processus 
au sein des milieux de pratique 
et provoquer de considérables 
changements comportementaux. 

• On peut se servir de ces résultats 
pour planifier une étude de plus 
grande envergure sur la FPSP pour 
la CT dans un environnement où 
les politiques encourageraient 
un tel programme. Une grande 
étude randomisée multicentrique 
prospective serait optimale pour 
mieux comprendre comment 
cette approche peut améliorer 
la prescription de médicaments, 
ses effets positifs sur les taux de 
cessation et les résultats connexes 
en matière de santé des patients.

Cet article a fait l’objet d’une révision par des pairs. 
Can Fam Physician 2014;60:e16-23
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Patient-specific academic detailing (PAD) is a new 
model developed in Hamilton, Ont, that combines 
2 professional services: academic detailing and 

pharmacist clinical services in a family practice setting. 
Academic detailing is a method of continuing medical 
education in which knowledgeable, trained health pro-
fessionals meet with prescribers in their practice settings 
to provide one-on-one evidence-based information.1 
One of the main goals of academic detailing programs 
is to provide well-balanced, objective medication infor-
mation without influence from pharmaceutical compa-
nies. Thus, pharmacists are often chosen as academic 
detailers given their expertise in drug therapy. Academic 
detailing has been shown to be one of the most effective 
methods to improve how medications are prescribed 
and used2,3; studies have examined academic detailing 
for prescribing antibiotics,4-7 antidepressants,8 benzodi-
azepines,9-12 nonsteroidal anti-inflammatory drugs,13,14 
and diuretics for hypertension.15 Academic detailing has 
also been used to target behaviour related to the provi-
sion of smoking cessation (SC) advice.16-22

Despite the proven benefits of academic detailing in 
optimizing prescribing practices, there are a number of 
limitations and barriers that might prevent physicians 
from participating in academic detailing services.23,24 
These include difficulty in scheduling office time, phy-
sician preference for accessing continuing medi-
cal education in other ways, and the perception that a 
considerable amount of time is required for academic 
detailing sessions.23,24 In addition, as academic detailers 
might only see prescribers intermittently, the relation-
ship between prescribers and academic detailers might 
take some time to develop.

Patient-specific academic detailing was developed 
to offset some of the limitations of academic detail-
ing and promote pharmacists’ services in family health 
teams (FHTs) in Hamilton. In primary care, pharmacists 
are integrated within practices as consultants to review 
patients’ medications, identify drug-related issues, and 
review cases or make recommendations to family phy-
sicians. The strong collaborative working relationship 
between physicians and pharmacists was already estab-
lished before the PAD sessions through their shared clin-
ical experiences.

In PAD, a trained pharmacist integrated within the 
primary care team provides the general messages used 
in conventional academic detailing encounters and 
situates these messages within case examples to pro-
mote better prescribing. The term patient-specific is used 
because the academic detailing message is tailored for 
the prescribers by using real case examples from their 
practices. Physicians and pharmacists can discuss the 
application of new information to their patients.

Although PAD has theoretical advantages, it has not 
been formally evaluated. As separate components, both 

academic detailing and integration of pharmacists in pri-
mary care have demonstrated improvements in medica-
tion prescribing.2,25-27 The objective of this project was to 
determine the feasibility of PAD in a primary care setting.

Methods

The main outcome measures to determine if PAD by pri-
mary care pharmacists to prescribers was feasible were 
number and percentage of prescribers detailed within 3 
and 6 months; time for pharmacists to be trained in SC 
academic detailing; time for a PAD session; time for the 
PAD coordinator to train the pharmacists; and number of 
new patient referrals by the prescribers for SC at 3 and 6 
months. This was a descriptive cohort feasibility study in 
2 primary care–based FHTs consisting of approximately 
139 physicians, 10 nurse practitioners (NPs), 250 000 
patients, and 5.8 full-time equivalent (FTE) pharmacists. 
One FHT is a community FHT with more than 40 differ-
ent clinical sites and the other is an academic FHT with 
2 different sites. In the community FHT, approximately 
20 of the sites have pharmacists integrated within the 
offices. At these sites, pharmacists see patients for 30 
to 60 minutes to review medications and discuss drug-
related issues with the prescribers. On average, pharma-
cists work in the clinics for at least half a day per week 
per family physician. In the academic FHT, there are 
approximately 15 family physicians per 1.0 FTE pharma-
cist. Pharmacists are responsible for teaching residents, 
and provide group and individual patient education. On 
average, pharmacists work 2 days per week per site.

Pharmacists integrated within the FHTs who were 
willing to be trained in academic detailing and FHT fam-
ily physicians and NPs who were already working col-
laboratively with integrated pharmacists and who were 
willing to receive academic detailing services were 
included in this study.

The intervention included 3 components: a training 
workshop on basic academic detailing, education on SC 
content, and PAD sessions with the FHT prescribers.

Academic detailing basic training workshop
All pharmacists participated in a 3.5-day basic academic 
detailing workshop led by a world expert in academic 
detailing and facilitated by members of the Canadian 
Academic Detailing Collaboration. Two weeks before 
the workshop, readings28-37 were sent to the participants. 
The workshop included didactic lectures and role play-
ing to teach the basic skills and knowledge required 
for effective academic detailing sessions. The program 
content included an overview of academic detailing, 
structure for academic detailing visits, introductions to 
academic detailing visits, physicians speaking about 
the pressures of current practice, discussion of trust 
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and credibility, getting clear objectives and preparing 
key messages, management and use of detailing aids, 
challenging responses, closing the communication loop, 
preparing for a complete academic detailing visit, and 
a “live” visit. At the end of the workshop, each partici-
pant performed a detailing visit for management of sore 
throat that was videorecorded for self-assessment.

Pharmacist SC training
Smoking cessation reading materials38-41 were provided 
to the pharmacists 2 weeks before the SC training ses-
sion. At the training session, the pharmacists were 
provided with a summary of the reading materials via 
PowerPoint presentation and handouts. The academic 
detailing–trained pharmacists reviewed an evidence-
based, 2-page SC handout (created by the RxFiles pro-
gram) that was to be given to the prescribers.42 Five key 
messages were emphasized: that caution should be used 
when prescribing varenicline for patients with psychiat-
ric disorders; that combination therapy of bupropion and 
nicotine replacement therapy might be considered; that 
nicotine inhalers and lozenges are available in Canada; 
that nortriptyline can be used for SC; and that patients 
should be referred to pharmacists for SC therapy. Each 
pharmacist practised academic detailing of SC with his 
or her colleagues.

The SC training was conducted by the academic 
detailing coordinator (M.J.)—a pharmacist with a doc-
torate in pharmacy and previous experience and train-
ing in academic detailing from the RxFiles program 
in Saskatoon, Sask. The academic detailing coordina-
tor organized the basic academic detailing workshop, 
selected the topic, provided the SC training session 
materials, identified the key messages, and provided the 
SC education.

Patient-specific academic detailing session 
with prescribers
Pharmacists were encouraged to book 20-minute one-
on-one sessions with each prescriber in their practices 
to review the 5 key SC messages and discuss the mes-
sages in relation to an actual patient in the prescriber’s 
practice. Patients were identified by chart audits or spe-
cific cases that prescribers or pharmacists recalled dur-
ing the academic detailing discussion.

Patients were referred to pharmacists for SC coun-
seling after being identified through chart audits, dur-
ing regular appointments (that were not necessarily 
for SC), or after calling to book appointments for SC. 
Smoking cessation counseling comprised a 30- to 
60-minute appointment between the pharmacist and the 
patient, during which the pharmacist provided the risks 
and benefits of each SC product and helped the patient 
choose a product. Pharmacists also consulted the pre-
scriber regarding therapeutic recommendations for SC, 

and followed up with each patient and prescriber as 
required. Pharmacists noted patients’ progress in their 
medical charts during each visit.

Pharmacists documented how many patients were 
referred to them for SC counseling by each physician 
by counting the number of patients referred using the 
clinic appointment schedule. The total number of refer-
rals per pharmacist was collected by the coordinator at 
3 and 6 months.

The main outcomes of the study were based on 4 
recognized categories deemed useful to examine when 
planning feasibility or large-scale studies: processes 
employed, resources used, management consider-
ations, and scientific metrics.43 The main outcomes 
were the number and percentage of prescribers who 
received PAD within 3 and 6 months (processes); aver-
age time for pharmacists to be trained in SC detailing 
(resources); average time for a PAD session (resources); 
time for the academic detailing coordinator to train the 
pharmacists (management); and number of new patient 
referrals by prescribers for SC counseling at 3 and 6 
months after the PAD session (scientific). The feasibility 
criteria were based on an overview of Canadian aca-
demic detailing programs.44

Secondary outcomes were the comparison of new 
patient referrals to pharmacists for SC counseling 6 
months before and 6 months after the PAD session; 
administrative time; location and type of PAD encounter; 
and tools used (eg, RxFiles handout, PowerPoint presen-
tation, e-mail updates).

This feasibility study aimed for a sample of approxi-
mately 20 prescribers; it was expected that this sam-
ple size would provide a reasonable opportunity to 
assess success of the main outcomes. Formal sample-
size calculations for prescribers and patients were not 
carried out.43

Data were collected prospectively by the pharmacists 
and the academic detailing coordinator using structured 
data collection forms as part of a quality assurance pro-
gram. Retrospective data collection was conducted to 
obtain data required to measure the main outcomes. 
The coordinator also met with each pharmacist to col-
lect any missing data. Data were analyzed using appro-
priate descriptive statistics: means and SDs or medians 
and minimum and maximum values for continuous vari-
ables, and counts (percentages) for categorical variables.

This study was approved by the McMaster University 
Faculty of Health Sciences Research Ethics Board.

RESULTS

Characteristics of participants
All pharmacists (n = 8; 5.8 FTE) and 57 of 64 eligi-
ble prescribers consented to participate in the study 
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(Figure 1, Table 1, and Table 2). Within 4 months of 
attending the basic academic detailing workshop, all 
pharmacists were trained in SC education and PAD.

Table 3 summarizes the results and analysis of the 
main outcomes.

Processes employed
Pharmacists held their first PAD sessions during a 
6-month period. At 3 and 6 months after the first PAD 
session, 42 of 54 (77.8%) physicians and 8 of 10 (80.0%) 
NPs, and 48 of 54 (88.9%) physicians and 9 of 10 (90.0%) 
NPs, respectively, had received PAD on SC.

Resources used
The median time for pharmacists to read the SC educa-
tion package was 1 hour (n = 7 pharmacists; minimum 
1 hour, maximum 3 hours). The PAD training session 
included a PowerPoint presentation (1 hour) and observ-
ing a mock PAD session (30 minutes). One pharmacist 
was unable to attend and received training via e-mail 
and telephone. Two of 7 pharmacists reported complet-
ing additional research to supplement the provided SC 
educational materials (1 and 2 hours of additional read-
ings, respectively).

Figure 1. Flow diagram of participant inclusion 

FHT—family health team, NP—nurse practitioner.

Assessed for eligibility (n=64)
• Family physicians (n=54)
• NPs (n=10)

Analyzed (n=57)
• Family physicians (n=48)
• NPs (n=9)

Allocated to intervention (n=57)
• Received allocated intervention (n=57)
           -Family physicians (n=48)
           -NPs (n=9)

Excluded (n=7)
• Declined to participate (n=2 family physicians)
• Unable to schedule appointment (n=2 family physicians)
• No longer with the FHT and cannot be contacted 
   (n=3; 2 family physicians and 1 NP)

Enrolment

Allocation

Analysis

Table 1. Characteristics of pharmacists
Characteristic value

No. of pharmacists 8

Total FTE (minimum, maximum) 5.8 (0.2, 1.0)

Highest level of education completed

• No. with a doctorate of pharmacy 3

• No. with a bachelor of science in 
pharmacy

5

Sex

• No. of men 1

• No. of women 7

Years practising as a pharmacist, median 
(minimum, maximum)

19 (6, 35)

Years practising in an FHT, median (minimum, 
maximum)

1.0 (0.4, 2.5)

No. of physicians per pharmacist, median 
(minimum, maximum)

7 (3, 11)

No. of NPs per pharmacist, median (minimum, 
maximum)

1.5 (0, 2) 

FHT—family health team, FTE—full-time equivalent, NP—nurse practitioner.
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Management considerations
The PAD coordinator prepared the reading package38-41 
(1 hour), handouts (1 hour), and key messages (6 hours); 
updated the RxFiles handout (2 hours); reviewed addi-
tional research (eg, attended local continuing educa-
tion events; reviewed MEDLINE, Health Canada, and 
US Food and Drug Administration resources) (6 hours); 
provided SC PAD training (3 hours); updated the phar-
macists via e-mail (5 minutes); and completed 10 hours 
of PAD training to the pharmacists for a total workload 
of 29.1 hours.

Scientific metrics
Overall, 6 months after the SC PAD sessions, there were 
200 referrals to pharmacists for SC: the number of refer-
rals per pharmacists ranged from 0 to 77 (Figure 2). One 

Figure 2. Number of SC referrals by pharmacist 

PAD—patient-speci�c academic detailing,
SC—smoking cessation.
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Table 3. Results and analysis of main feasibility outcomes

Main Feasibility 
Outcomes Results

Criteria for 
Success

WERE 
criteria 
for 
success 
met?

Prescribers had 
PAD sessions 
within 3 and 6 
mo

3 mo: 50 of 64 
(78.1%) 
6 mo: 57 of 64 
(89.1%)

3 mo: > 50% 
6 mo: > 70%

Yes

Median time for 
education

Total: 3.1 h 
(minimum 1.7, 
maximum 6.2)

< 20 h Yes

Median time for 
PAD sessions

Initial visit: 15 
min (minimum 
5, maximum 
60)

Follow-up visit: 
25 min (only 1 
follow-up visit 
recorded)

Initial visit: 
< 60 min 
Follow-up 
visit: < 30 
min

Yes

Total time for 
the PAD 
coordinator to 
train 
pharmacists

29.1 h < 40 h Yes

No. of new 
patient referrals 
by prescribers 
for SC 
counseling at 3 
and 6 mo after 
initial PAD 
sessions

3 mo: 11 
patients per 1.0 
FTE pharmacist 
(total 66 
patients) 
6 mo: 34 
patients per 1.0 
FTE pharmacist 
(total 200 
patients) 
Minimum 0, 
maximum 77

3 mo: 5 
patients per 
1.0 FTE 
pharmacist 
(total 29 
patients) 
6 mo: 10 
patients per 
1.0 FTE 
pharmacist 
(total 58 
patients)

Yes

FTE—full-time equivalent, PAD—patient-specific academic detailing, 
SC—smoking cessation.

Table 2. Characteristics of prescribers
Characteristics FPs NPs

No. of prescribers 48 9

Years since graduation, mean (minimum, maximum; SD) 25 (6, 46; 9.5) 7 (1, 13; 4.4)

Sex

• Male 25 1

• Female 23 8

NA—not available, NP—nurse practitioners.
Data represent FPs and NPs who gave consent.
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pharmacist did not receive any referrals, as the clinic 
decided to refer the patients to the NP for SC counseling 
(n = 3 patients referred).

Secondary outcomes
Six months before the PAD sessions, 5 of 8 pharma-
cists (62.5%) had no SC referrals (Figure 2). Most of 
the PAD encounters occurred in the physicians’ offices 
(42 of 57, 73.7%), most were one-on-one (46 of 57, 
80.7%), and all used the RxFiles handout. The median 
times for discussion with each prescriber and for 
administrative tasks were 15 minutes (minimum 5, 
maximum 60) and 25 minutes (minimum 5, maximum 
60), respectively.

DISCUSSION

The results from the study demonstrate that PAD is 
feasible with respect to the process, resources, man-
agement, and scientific components considered to 
implement and evaluate the intervention. Compared 
with other existing Canadian academic detailing pro-
grams, there was a higher participation rate among 
prescribers and similar administration times for the 
PAD coordinator and pharmacists.44 The high num-
ber of referrals to the pharmacists for SC after the 
provision of PAD shows that PAD might be a prom-
ising approach that moves beyond knowledge trans-
mission to use existing clinical relationships and 
changes to processes within the practice setting to 
stimulate substantial behaviour changes. In PAD, 
pharmacists in primary care might also require less 
administrative time compared with conventional aca-
demic detailers, as there is less travel to offices and 
no waiting time in offices.

Although the clinical effect of SC counseling is not 
examined in this study, more referrals for specific SC 
activities increase the potential for more patients to 
quit smoking. Patients who receive brief advice on SC 
from their physicians are more likely to quit smoking 
compared with those who receive usual care (relative 
risk 1.66, 95% CI 1.42 to 1.94).45 More intensive inter-
ventions by physicians produced a higher quit rate in 
patients than usual care did (relative risk 1.84, 95% 
CI 1.60 to 2.13).45 Patient-specific academic detailing 
might enhance SC rates, as both prescribers and phar-
macists are actively assisting patients with SC. Ideally, 
at all visits prescribers would ask patients whether 
they smoked and whether they wanted to quit. If 
patients indicated they wanted to quit, then prescrib-
ers would refer patients to pharmacists for initial SC 
counseling visits. Pharmacists would consult the pre-
scribers regarding SC medication prescriptions and 
follow up with patients and prescribers as required.

Limitations
Some limitations of this study include recall and selec-
tion bias. While most of the data were collected pro-
spectively as part of a quality assurance program, some 
of the training times for pharmacist and physician 
encounters were collected retrospectively. Selection 
bias might be present, as this feasibility study was 
completed within 2 FHTs; the results might not reflect 
other FHTs or primary care sites. Also, prescribers vol-
unteered to receive academic detailing and the results 
of this feasibility study might not reflect those partici-
pants who declined. Given that this was a feasibility 
study, another limitation includes the lack of data on 
actual quit rates of patients following the introduction 
of the PAD program.

Conclusion
The results of this study can be used to plan a larger PAD 
study on SC in an environment where policies would 
encourage such a program. As of August 2010, there 
were 200 FHTs in Ontario, in which 90 different FHTs 
had approximately 132 pharmacists integrated within 
the practices.46 A large, multisite, prospective random-
ized study of PAD on SC would be optimal to better 
understand how this approach can improve medication 
prescribing, its effectiveness on quit rates, and related 
patient health outcomes.

This study shows that PAD is feasible in a primary 
care setting. Further study is warranted to determine the 
effectiveness of PAD and whether PAD is more effective 
than conventional academic detailing. 
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