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 One-to-one visiting
 Undertaken in the recipient’s own practice setting

Academic
detailing

 Timing is at the convenience of the recipient
 As close as possible to regular practice time
 A priori key messages are developed which are succinct and
directly relevant to patient care

 Face to face
 Communication using a structured framework

Academic
detailing

 Deliver to meet the needs, attitudes and beliefs of the person
visited (Doctor, pharmacist, nurse)
 Understand motivations for current practice and identify barriers
to behavior change both individual and system barriers

 Moves interaction beyond communicating just information

Academic
detailing

 Involves understanding existing behavior – what are the key
motivations and barriers for current behavior
 Understanding where people are currently at – what people
feel/think about the issue - not were you want them to be
 Focuses on how to encourage and achieve ‘voluntary action’ not
about coercion or enforcement

Academic
detailing

 Academic Detailing brings the best available evidence to the place
at which care is delivered and can be tailored to the level of
knowledge, interest and responsibility of the person visited
 It draws on principles of social marketing, adult learning, social
cognitive theory, the trans-theoretical model of change and
diffusion of innovation

 Focusing on the interests of the person as the first priority

Patient-centered
care

 Recognizing, understanding and responsively tailoring care to
individual preferences, needs and values
 Treating person with dignity, respect and compassion
 Empowering contribution to own health care
 Ensuring that person’s choices and values guide clinical decisions

 Education in routine clinical practice is often provided in an
opportunistic, ad hoc and time-constrained basis
 Most clinicians have not received training in educational theory
and behavior change methods

Patient
education

 Many patients now also have ready access to information from
social media and the internet
 Much of this information assumes a level of literacy and numeracy
 Patient education may involve information only, counseling or
behavioral therapies
 There are issues surrounding patient autonomy and the clinician’s
role to promote the well-being of the patient

EXPRESS EMPATHY
 An empathic style of communication,
use of reflective listening skills, seeks
to understand the patient’s
perspective, thoughts and feelings,
open and respectful exchange with the
patient

DEVELOP DISCREPANCY

Patient
education

 Assisting patients to identify
discrepancies between their current
behavior and future goals or values

ROLL WITH RESISTANCE
 MI uses strategies such as simple
reflection of the resistance,
emphasising the individual’s choice to
change or not

SUPPORT SELF-EFFICACY
 The practitioner’s belief in a patient’s
ability to change is a powerful way to
promote self efficacy.

Academic
Detailing

 In the past 35 years, since the
first randomised controlled
studies were published of
academic detailing, this
technique continues to
evolve with ongoing research
into this quality improvement
and professional behavior
change method.

 Patient-Centered Education
based on the structure of an
academic detailing visit

Domains

CONTEXT

EXCHANGE

COMMITMENT

Subcategories
•
•
•
•
•

Choice of suitable time and space
Introduction
Addressing immediate needs, confirm availability
Building rapport
Establishing credibility

•
•
•
•
•
•
•
•
•
•

Eliciting / recognizing information needs
Meeting needs
Presenting information/messages
Use of concise, graphic & written materials
Identifying, negotiating barriers
Employing communication strategies
Insight into impact of communication strategies used
Relating information and messages to current needs
Recognition of own attitudes/beliefs/preconception
Recognition of own responsibility and trust

•
•

Gaining commitment to key messages behavior change
Closure of communication loop, offering follow up

A New Frontier
Using the
Principles of
Academic
Detailing

DREAM

DESIGN

BUILD

 33.5 million with
AF globally in 2010
 increasing AF
hospitalisations
 Most common CV
cause of
hospitalization
 Annual cost $3.5
billion in 2010 in
the US
Chugh SS et al. Circulation 2014
Gallagher C et al. Heart 2019
Patel NJ et al. Circulation 2014

 Investigating baseline knowledge and motivations for current
activity.
 Defining clear educational and behavioral objectives.

Principles of
Academic
detailing

 Establishing credibility through a respected organizational
identity,
 Referencing authoritative and unbiased sources of information,
and presenting both sides of controversial issues.
 Stimulating active participation in educational interactions.
 Using concise graphic educational materials that highlight and
repeat essential messages.
 Providing positive reinforcement of improved practices at followup visits.
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Patients with AF: A home-based
intervention using patient-centred
structured educational visiting, will
result in reduced hospitalizations
and improved quality of life

ELAX AND STAY CALM
STIMATE YOUR PULSE RATE
EE YOUR PERSONAL PLAN
ELEPHONE THE HELP-AF LINE
Gallagher C et al. JACC: Clinical Electrophysiology 2019

‘a priori’ key messages developed for the patient-centered SEV
intervention
 Take your AF medications as prescribed to reduce your symptoms
and risk of stroke.

HELP AF

 Stroke preventing medications can reduce your risk of stroke by
up to 60-70%.
 You can reduce your risk of AF becoming more severe and risk of
stroke by choosing a healthy lifestyle
 AF episodes are not usually medical emergencies. Follow your
personal action plan during an AF episode with usual symptoms

Randomisation

2 home visits by a
nurse or pharmacist
trained in the
principles of AD
Data collection by an
investigator blinded
to randomization

HELP-AF intervention

Usual care control

Home visit 1

(1-2 weeks post enrolment)

Standard management by primary care
physician and/or cardiologist
Home visit 2

Hendriks JM et al. CJC 2019

627 Enrolled & underwent
randomisation

(7-8 weeks post enrolment)

Phone calls & assessments
(3, 6, 9, 12, 15, 18, & 24 months)

Hospitalizations
Total
AF-related
Other cardiac

HELP-AF

Usual Care

233
73
45

323
109
81

A home-based
structured
patient-centered
education
program
underpinned by
the principles of
academic
detailing :

1. Reduced unplanned hospitalizations:
a. Total - 26%
b. AF-related - 31%
c. Other cardiac - 49%
2. Resulted in some improvement in AFspecific QoL & symptoms
3. No impact on general HRQoL measures

Personalization of patient
education
Context

Connection

Conversation

Commitment

Context

Connection

Home environment

Use same educator for all phone and inperson encounters

Prior clinical and social characterization
Use trusted health care professionals
trained in SEV method as educators
Systematic quality assurance

Identify and address patient's interests,
needs and motivations
Understand and use patient's experience
as a learning resource

Patientcentered SEV

Conversation
Unhurried conversation
Explore and address patient's fears and
misconceptions
Individualise a limited number of a priori
evidence-based key messages
Use graphical aids to assist educational
interaction

Commitment
Empower patient to undertake self-care
Agree on behavioural goals
Provide follow-up visit to reinforce key
messages and monitor progress

HELP AF

 AD principles - assessing the patient’s prior knowledge and
motivations, encouraging active participation in the educational
interaction, focusing on a limited number of evidence-based key
messages and using appealing graphical educational material to
support conversation with the patient.
 The intervention was tailored to the individual’s understanding,
level of health literacy, motivations for current behavior and
personal barriers to behavior change
 These principles provided a structure for the personalization of
the educational sessions.

 In the COVID-19 era many patients are reluctant to visit hospitals
and clinics and the opportunity to meet with an educator at home
may be embraced by many.

HELP AF

 Not all patients will welcome a health professional inside their
home and PC-SEV could be adapted for delivery in the clinic ,
phone or video visits with some patients in their home.
 Patients valued that they were valued, that they were important
enough to be afforded the time for respectful conversations,
which is the foundation on which trust can be built over time.
 Traditionally healthcare is organized around the operational and
professional needs of clinicians and the healthcare system. In PCSEV, education is patient-centred and organized around the needs
of the patient and at a time and place of their choosing.
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