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ABSTRACT 
A controlled trial was petf onned to assess the impact of 
drug infonnation provi.ded by a phannacist on the edu­
cational value to physicians of phannaceutk:al manufac­
turers' film showings. The trial consisted of two teams 
of physicians who attended phannaceutical manufac­
turers' films and who afterward answered multiple choice 
questions on the drug being promoted. In one group, the 
liaison phannacist, who had no knowledge of the content 
of the questionnaire, presented infonnation on the drug 
being featured prior to the film showing while the control 
group did not have a phamwcist presentation. Out of 
a petfect score of five, there was a higher test score in 
the group of physicians who attended the phannacist 
presentation/film showing (n = 75) than in the group 
which only attended the.film (n = 65) (3.3 ± I.I versus 
2.8 ± 1.2, respectively (p = 0.017)). While there was no 
difference in the scores obtained by the clerks, intems and 
resi.dents (3.2 ± 1.1, 3.3. ± 0.9, 3.4 ± 1.2 respectively) 
when a phannacist was present, in his or her absence 
the scores for clerks, interns and residents were 2. 5 ± 
1.3, 2.8 ± 1.0, 3.6 ± 1.2 respectively with residents 
scoring higher than clerks (p = 0.047). A phannacist can 
enhance the educational value of a phannaceutical manu­
facturer's film showing. 
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RESUME 
Des projections de films de compagnies phannaceutiques 
concemant leurs produits ont fait l'objet d'un examen 
controle pour evaluer l'echange de renseignements de 
drogues f ouni par le phannacien aux medecins et son 
impact sur !es valeurs educationnelles. L'evaluation a 
consiste a separer des medecins en deux equipes qui 
visionnaient des films des compagnies phamwceutiques 
sur leurs produits et ces medecins devaient repondre a 
un questionnaire a choi.x multiples sur le produit en 
promotion. Sans connaitre le contenu du questionnaire 
et le contenu du film au sujet du medicament, un phar­
macien de liaison a f ait une presentation a l 'une des equipes 
sur ce medicament. Cependant, l'autre equipe de medecins 
( controle ), n 'a pas reru cette presentation. L 'examen etant 
base sur un score patf ait de cinq, le groupe de medecins 
qui a reru la presentation et qui a visionne le film ( n = 7 5) 
a presente des resultats superieurs a celui qui a visionne 
le film seulement (n = 65) (3,3 ± 1,1 versus 2,8 ± 1,2; 
respectivement (p = 0,017)). Par contre, !es resultats 
obtenus des commis, intemes et residents ne demontrent 
aucune difference lors de la presence du phannacien (3,2 
± 1,1; 3,3 ± 0,9; 3,4 ± 1,2; respectivement), mais /ors 
de certaines absences /es resultats des commis, intemes 
et residents furent 2,5 ± 1,3; 2,8 ± 1,0; 3,6 ± 1,2 
respectivement, demontrant effectivement des resultats 
superieurs pour !es residents en comparaison avec !es 
commis (p = 0,047). Par consequent, un phannacien peut 
rehausser !es valeurs educationnelles d'une projection de 
film de compagnies phannaceutiques concemant leurs 
produits. 
Mots cles: education, industrie phannaceutique, renseigne­
ment de medicaments 
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INTRODUCTION 
Film showings are presently offer­
ed by pharmaceutical companies 
to physicians. These film showings 
have a dual purpose - the first 
being an educational tool, the se­
cond being a promotional one. It 
is, however, important that theed­
ucational component provide an 
unbiased overview of the drug but 
unfortunately, on occasion, this is 
not accomplished.1,2 

Enhancement of the learning 
process of pharmacology may be 
augmented by pharmacists as they 
become more involved in clinical 
practice settings.3 Because of their 
background and the resources 
available to them, pharmacists are 
well suited to evaluate the litera­
ture and make comparisons on the 
individual agents and groups of 
drugs.4 

The study had two specific ob­
jectives: a) to determine whether 
information provided by a pharma­
cist could enhance the educational 
experience of physicians who at­
tended a pharmaceutical manufac­
turer's film showing; and b) if such 
an effect was seen whether there 
was a difference amongst certain 
physician groups, specifically res­
idents, interns and clerks in the 
knowledge attained. 

METHOD 
The study which took place at 
Victoria Hospital, a major teaching 
hospital, in London, Ontario, as­
sessed the knowledge attained by 
two groups of house staff physi­
cians consisting of residents, in­
terns, and clerks. For our purposes 
the following definitions were ap­
plied to the three levels of physi­
cians. A resident was defined as 
a licensed physician who was re­
ceiving additional training in a sub­
specialty practice. An intern was 
defined as a physician involved in 
a one year internship program 
which followed four years of med-
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ical school and a clerk was defined 
as a student in the third year of 
medical school. 

Two chief residents in medicine 
each responsible for a team were 
contacted and asked for their coop­
eration in the project. When con­
tacted by a representative from a 
pharmaceutical industry company 
regarding a film showing, the chief 
resident requested that the repre­
sentative contact the coordinator of 
clinical services in the pharmacy 
department regarding the time, lo­
cation and topic of the film. The 
coordinator prepared a multiple 
choice test (see Appendix A for 
example of test) after consulting 
principally the Compendium of 
Pharmaceuticals and Specialties 
(CPS) (1987 and 1988 editions). 
Other sources such as review ar­
ticles and adverse drug reaction 
reports were also used. The test 
was devised so as to contain in­
formation pertinent to patient care 
(ie indications, contraindications, 
adverse effects, dosage, etc.) and 
specifically to exclude information 
that was felt not to be directly 
related to patient care (ie mech­
anisms of action, pharmacokinetic 
parameters etc.). These tests were 
not formally assessed for validity 
or reliability. The three general 
medicine liaison pharmacists who 
discussed the drug with the group 
were unaware of the test contents 
and the information sources. 

Film presentations were per­
formed at two sites. One site served 
as the pharmacist group for three 
months with the second site serving 
as the control. Control and phar­
macist group sites were then 
switched every three months over 
the one Ye:ar period. 

In the control group a film was 
shown and then a test was circu­
lated to each member in atten­
dance. The completed test was then 
collected and returned to the clin­
ical coordinator. In the pharmacist 

group, the liaison pharmacist pre­
pared a handout on the subject and 
spent approximately ten minutes 
presenting the topic. This was fol­
lowed by the film and then the test. 
Upon completing the test and 
handing in the completed questi­
onnaire, the prepared handout was 
distributed to those in attendance. 
In no instance was the liaison phar­
macist aware of the contents of the 
test and only saw the test after 
completing his or her talk and after 
the film showing. Only data from 
film presentations which had both 
a pharmacist group and a control 
group were analyzed. 

The difference between the con­
trol group and pharmacist group 
were analyzed by unpaired 't' test. 
Differences amongst the test scores 
of residents, interns and clerks 
were analyzed by ANOV A; those 
with p < .05 were then assessed by 
Scheffe's test. Results are presented 
as mean ± standard deviation. 

RESULTS 
From July 1987 to June 1988, 32 
pharmaceutical manufacturer film 
showings were conducted on the 
two sites. Of these, ten were shown 
at only one site and hence were 
not analyzed. One further test (and 
its control) was excluded from 
analysis as the pharmacist handout 
was distributed prior to completing 
the test. That left ten film showings 
which were shown to both the 
control group and the pharmacist 
group for analysis. 

There were 83 tests completed 
by the control group and 91 tests 
completed by the pharmacist 
group. Eighteen tests from the con­
trol group and 16 tests from the 
pharmacist group were excluded 
because the level of physician ed­
ucation status was not identified. 
Of the remaining tests, the break­
down with regard to the three 
levels of physician education status 
is shown in Table I. 
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The mean score out of five in 
the control group was 2.8 ± 1.2 
versus 3.3 ± l. l in the pharmacist 
group. This was statistically signi­
ficant (p 0.0 l 7) (Figure l ). 

In the control group the mean 
scores for residents, interns and 
clerks were 3.6 ± 1.2, 2.8 ± 1.0 
and 2.5 ± 1.3 respectively. There 
was a difference in the scores be­
tween the resident and clerk group 
(p = 0.04 7) but not between any 
other groups (Figure 2). 

In the pharmacist group the 
mean scores for residents, interns 
and clerks were 3.4 ± 1.2, 3.3 ± 
0.9 and 3.2 ± 1. 1. Unlike the 
control group there was no differ­
ence amongst the scores obtained 
by different education level phy­
sicians in the pharmacist group 
(Figure 3). 

DISCUSSION 
Studies pertaining to pharmaceut­
ical promotion have identified that 
the more doctors rely on commer­
cial sources for their information 
about drugs the Jess rational they 
are as prescribers.5 Even when in­
formation is offered by pharma­
ceutical companies, the educa­
tional value of pharmaceutical 
films may suffer considerably due, 
in part, to time constraints and 
incomplete content. To maintain 
interest, the film usually highlights 
the attractive properties of the drug 
using colourful diagrams, simulat­
ed artists' conceptions of the drug 
or disease and dialogues with noted 
physicians while minimizing or ex­
cluding the deleterious effects or 
limitations of the therapy. In many 
cases, important but somewhat 
mundane drug information includ­
ing indications, contraindications, 
adverse effects, dosage, etc. is not 
presented due to time constraints 
(most films run approximately 20 
minutes). Unfortunately, this infor­
mation is necessary if optimal 
therapeutic outcomes are to be 
achieved with the agents. 

Table I: Physician Status in Control and Pharmacist Groups 

Physician Status Control Group Pharmacist Group 

Residents 
Interns 
Clerks 
Total 

5 

4 

w 3 
a: 
0 
(.) 

U) 2 

13 
18 
34 
65 

_ _ P=0.017 

CONTROL 

GROUP 

PHARMACIST 

Figure I: Test Scores for Control and Pharmacist Groups. 
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Figure 2: Test Scores for Medical Subgroups in Control Group. 
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Figure 3: Test Scores for Medical Subgroups in the Pharmacist Group. 
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The study was successful in 
demonstrating the positive influ­
ence of information provided by a 
pharmacist on enhancing the ed­
ucational value of pharmaceutical 
industry film showings. While the 
overall increase in terms of test 
scores was small from a mean 
of 2.8 to 3.3 this was statistically 
significant. We would view the 
overall increase of approximately 
18% being also of considerable 
practical significance. 

Although the pharmacist was 
successful in this role, the test 
scores were relatively low even in 
the pharmacist group. This may 
have been due to the degree of test 
difficulty or a relatively poor basic 
knowledge of pharmacology. An­
other possible cause for the poor 
results may have been failure of 
the physician to read the question 
correctly. For example, one of the 
questions asked which of the fol­
lowing side effects had not been 
reported with a drug and some of 
the physicians checked off all those 
that had been reported. 

The scores of interns and clerks 
in the control group were consid­
erably lower than those of residents 
although this was only statistically 
different for the residents versus 
the clerks. The test scores of the 
residents, interns and clerks in the 
pharmacist group were very sim­
ilar. Interestingly, the resident 
group did as well whether the phar­
macist was present or not. That 
residents as a whole had the highest 
scores whether a pharmacist was 
present or not, likely reflects 
greater clinical familiarity with the 
drugs as the test questions were of 
a practical nature. In light of recent 
cutbacks in physician residency 
positions in Ontario, this finding of 
a greater contribution to the learn­
ing process of junior housestaff 
may be increasingly important. 

There were several limitations to 
the trial; one of which was the 
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design. As this trial was not ran­
domized and baseline knowledge 
not assessed it may be argued that 
the physicians in the pharmacist 
group may have been more knowl­
edgeable about the drug being 
presented. This could have been 
overcome by using a design that 
assessed knowledge before and af­
ter the test (ie pre and post test 
format). For our purposes this was 
not practical. Firstly, if the pre-test 
was given before the film, the phy­
sicians could have asked specific 
questions of the presenter; or the 
pharmacist being aware of the con­
tent of the test, could have focused 
his/her presentation on specific 
issues. Secondly, as patient care 
responsibilities are the prime re­
sponsibility and rounds took place 
on the patient care areas the time 
available to do the assessment was 
constrained. Finally, we wished to 
assess the effect of information 
provision and not the effect of 
repeating the test. Had we chosen 
to use two different tests for pre 
and post assessment, we would 
have had to ensure that they were 
of similar difficulty adding another 
confounding factor. In an attempt 
to control for possible differences 
in baseline knowledge, we used a 
crossover design in which the con­
trol and the pharmacist groups ro­
tated every three months. While 
this may not have been optimal, 
this was the format chosen, given 
the above constraints. 

Another limitation was that the 
tests contained only five questions 
and were not assessed for validity 
and reliability. To increase the 
number of questions to be an­
swered would likely reduce the 
number of physicians participating 
given the already cited time lim­
itations. To ensure validity and re­
liability, several hundred tests of 
considerably greater length would 
need to be administered to phy­
sicians. Again, for practical pur-

poses, this was not done and for 
this reason we have included a 
sample of the test for the readership 
(Appendix A) which shows types 
of questions posed. 

Because the medical team mem­
bers rotate through different ser­
vices the potential existed that a 
physician may have participated in 
both the control and pharmacist 
group. Unfortunately, since no spe­
cific identification was required, 
we do not know if this did or did 
not occur. If this did occur this 
would likely have minimized the 
differences in the groups. 

In pooling our data we assumed 
that all the tests were of similar 
difficulty. While this may be a 
source of error we assumed, none­
theless, that the tests were indeed 
of similar difficulty. It could also 
be argued that the test scores 
should have been higher in the 
pharmacist group since the content 
of the film may not have contained 
the information required to answer 
the questions. The questions asked 
on the test were of a practical 
nature and we felt that this infor­
mation should be provided by the 
pharmaceutical manufacturer if 
the film was to be educational, and 
not merely promotional. 

Finally, since the time spent in 
the educational process was longer 
in the pharmacist group, the in­
creased scores may simply have 
been due to this factor. Nonethe­
less, we felt the additional time 
(approximately five - ten minutes) 
resulting in an 18% increase in test 
scores was useful although other 
educational programs may also be 
so. 

In addition to enhancing the ed­
ucational experience of physicians 
there were other benefits of having 
the pharmacist present at these 
sessions. The pharmacist was able 
to inform the physicians on issues 
such as formulary status. This po­
tentially had an impact on drug 
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distribution workload and the need 
for time consuming order clarifica­
tion. As well, information on drug 
costs, although not assessed during 
the trial period, has since been 
added to the pharmacist's handout 
as the literature has identified that 
physicians would benefit from in­
creased knowledge regarding the 
cost of drug therapy.6 

A recent editorial identified the 
need for further medical student 
education in clinical pharmacol­
ogy and therapeutics.7 The authors 
suggested that correcting the prob­
lems in therapeutics education will 
obviously require a coordinated 
team approach. Further, the Lowy 
Inquiry in Ontario has identified 
the need for unbiased detailing in 

Appendix A 

Ontario.8 On the basis of this and 
other studies9-10 a pharmacist may 
become a valuable individual in 
this effort. t. 
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Pharmaceutical Industry Film Showing - Mexiletine (Mexitil-Boehringer-Ingelheim) 

Overall, I found the information was of educational value to me. 

I agree [ ] disagree 

Please answer each question. 

I. Mexiletine is indicated in treatment of: 
Supravcntricular arrhythmias resistant to conventional agents. 

] Ventricular arrhythmias. 
I Supra and ventricular arrhythmias. 

2. Mexiletine has the following electrophysiologic properties. 
[ I depresses L V function and shortens the duration of the action potential. 
[ ] depresses sinus node and prolongs conduction time. 
[ I depresses normal conduction but has little effect on L V function. 
l ] has little effect of L V function and shortens the duration of the action potential. 

3. The usual starting dose of mexilctine is: 
[ ] l 00 mg tid increasing by I 00 mg tid every 3 days. 
[ ] 200 mg tid increasing by I 00 mg tid every 3 days. 
[ I 300 mg tid increasing by 200 mg bid each week. 
[ ] 50% of current lidocaine dose q 12 h. 

4. Toxicities arc similar to lidocaine and most commonly include: 
[ ] gastrointestinal intolerance, tremor, dizziness and other CNS effects. 
[ I gastrointestinal intolerance, congestive heart failure, hyperglycaemia. 
[ ] gastrointestinal intolerance, pulmonary fibrosis and hallucinations. 
[ I CNS depressant effects, rashes and intravcntricular conduction delays. 

5. The half-life of the drug is prolonged in all the following cases except: 
[ ] patients with congestive heart failure. 
[ I patients with hepatic disease. 
[ ] patients with urinary acidosis. 
l I patients with renal failure. 




