
MALAYSIAN JOURNAL OF CONSUMER AND FAMILY ECONOMICS Vol. 23, 2019 
 

100 

 

Perception of Direct-To-Consumer Pharmaceutical 
Drug Advertising in Nigeria 

Kolade Ajilore1, Omolola T. Ojo2, Kevin Onyenankeya3  
1,2

Department of Mass Communication, Babcock University, Nigeria  
3Department of Communication, University of Fort Hare, South Africa  

 

Abstract 
The utilisation of direct-to-consumer pharmaceutical drug advertising 

(DCPDA) continues to elicit divergent views within the healthcare 

community. Therefore, this study examined the relationship between 

DCPDA and certain indicators of public perception such as awareness, 

knowledge, attitude, and behaviour concerning advertised pharmaceutical 

substance. The findings revealed that exposure to pharmaceutical drug 

advertising increased respondent awareness, knowledge, attitude, and 

behaviour towards issues of their healthcare. They suggested that 

pharmaceutical companies with huge financial resources could engender a 

high purchase behaviour by maintaining high media visibility. This could 

translate into a high level of brand awareness, high perceived knowledge, 

and positive attitude, thereby reflecting in favourable purchase behaviour. 

 
Keywords: consumer perception, drug advertising, pharmaceutical 
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1.0 Introduction 

The value of direct-to-consumer advertising (DTCA) in the 
marketing of pharmaceutical products has been the subject of 
perennial debate within the healthcare community. It is defined as any 
promotional effort executed by a pharmaceutical company to 
disseminate drug-related information to the general public through 
mass media such, as radio, television, newspaper, and outdoor media 
(Cline and Young, 2004). Regardless, DCPDA is considered 
manipulative and consequently objectionable in principle as it 
circumvents healthcare professionals and targets vulnerable “soft 
targets” (Calfee, 2002). To critics who stridently question the public 
utilitarian benefits of DCPDA (Hoek and Gendall, 2002; Coney, 2002; 
Lexchin and Mintzes, 2002), this particular form of advertising should 
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be strictly regulated (Porter, 2011) or completely outlawed (Mintzes, 
2006). This is due to it encouraging patients to search for a quick fix 
to their medical conditions (Finlay, 2001) and unloading a cocktail of 
one-sided and incomplete messages on vulnerable audience 
(Robinson, Hohman, and Rifkin, 2004). Furthermore, it puts 
unnecessary pressure on physicians to counter-argue against a 
treatment or brand that a patient had been presold by advertising, 
while sometimes forces them to capitulate to the patient requests of 
advertised drugs (Huh, 2003; Datti and Carter, 2006; Metzl, 2007). 
This may consequently weaken the authority of physicians to 
prescribe medication (Wilkes, Bell, and Kravitz, 2001), motivate 
people to request for inappropriate medicine from their doctors, and 
nurtures the penchant to rely too much on drugs (Jones and Mullan, 
2006). Moreover, it nudges the patients to seek unnecessary 
treatment and overuse higher-cost drugs (Weissman et al., 2004), 
misguides them to defiantly undermine the expertise of physicians and 
seek out malleable ones to submit to their demands (Murray et al., 
2003), and burdens them with the additional economic cost without 
commensurated value (Canadian Federation of Nurses Union 
Backgrounder, 2011; Donohue, 2006; Lizuka, 2004). This submission 
is countermanded by the defenders of DCPDA who have deployed 
empirical evidence to advocate a more permissive regime of 
sustained pharmaceutical drug advertising (Ganul, Carter, and Wind, 
1999). This will foster a  dialogue by enhancing the cognitive capacity 
of patients and optimising their ability to intellectually engage 
physicians and possibly seek alternative solutions (Calfee, Wistons, 
and Stempski, 2003; Morton, Fiona, and Kyle, 2012; Pharmaceutical 
Research and Manufacturing of America, 2006). Furthermore, it will 
also raise awareness of the potential warning signs of medical 
conditions and possible treatments for these conditions (Calfee, 
Wiston, and Stempski, 2003; Kaiser Family Foundation, 2003; 
Mintzes, 2006), foster doctor-patient communication by promoting 
dialogue between patients and doctors (Huh, 2003; Morris, Brinberg, 
Klimberg, Rivera, and Millstein, 1986b; Pfizer, 2001), provide public 
access to new medication (Calfee, Winston & Stempski,  2003; Kaiser 
Family Foundation, 2003; Sinkinson, 2017; Wikes, Bell & Kravitz, 
2001). Additionally, it further expands the product category by 
recruiting non-category users as this is against the allegation of 
provoking brand switching (Lizuka and Jin, 2003) and provides 
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balanced information (Abel, Burstein, Havelone, and Weeks, 2009). 
The polemics appear to be tainted by deep-seated prejudicial blinkers 
of both parties. 

In Nigeria, the advertising of pharmaceutical products is 
allowed by a regime of legislation that is either silent on the act or 
loosely defines the manner in which it can be utilised in the industry. 
In no particular order, the first legislation is the Pharmacist Council of 
Nigeria Act, which is a law that enables professional practice of 
pharmacy in the country. Supplemented by the Poison and Pharmacy 
Laws of various Nigerian states, it has no provision for advertising 
restraints. Second, the National Drug Formulary and Essential Drug 
List Act, which prohibits the import, display for sale, or manufacture of 
any drug in the country that is not included in the National Drug 
Formulary and Essential Drug List. Instead, this law merely makes 
tangential reference to advertising through the phrase “display for 
sale”. Meanwhile, another legislation is the Food and Drugs Act, which 
expressly forbids the advertising of drugs listed for the treatment or 
prevention of 65 diseases and disorders in the first schedule of the 
Act. Besides, section five of the Act makes an additional reference to 
advertising by unambiguously prescribing the advertising of drugs in 
a manner that is misleading or deceptive, or that is likely to create a 
wrong impression as to its quality, character, and value or safety. The 
Food Drug and Related Products Act sets up and empowers the 
National Agency for Food and Drug Administration and Control 
(NAFDAC), which expressly criminalises the advertising of drugs and 
food products that are not duly registered with the Agency. Finally, the 
Counterfeit and Fake Drugs and Unwholesome Processed Food 
(Miscellaneous Provisions) Act specifically forbids the production; 
import; manufacture; sale; distribution; possession; display for the 
purpose of sale; conspiracy to produce, import, manufacture, sell, 
distribute, and display for sale for any counterfeit, adulterated, 
banned, fake, substandard, or unwholesome drugs or processed food 
(Eze, 2006). 

The regulation of advertising in Nigeria is vested in the 
Advertising Practitioners Council of Nigeria (APCON). In spite of the 
fact that its mandate overlaps into the jurisdictions of several other 
drugs and food policing agencies, particularly in the area of 
advertising, any friction is averted through a mechanism established 
within APCON itself. In particular, the Advertising Standard Panel 
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(ASP) as one of the statutory committees of APCON draws its 
membership from varied professional sectors, including NAFDAC. 
The panel scrutinises all advertising materials for regulated products 
and determines whether any advertisement is deemed wholesome for 
public consumption (APCON Code). 

 
2.0 Purpose of the Study 

In light of the revelation that most pharmaceutical stores in 
Nigeria are operated by unqualified attendants (Turshen, 1999; 
Adebayo, 2015) and given the paucity of literature on the relationship 
between these two concept (i.e. advertising and pharmaceutical 
substance) in Nigeria, this study aims to determine the perception of 
DCPDA by residents of the Lagos state. It will primarily determine the 
interaction among the indicators of such perception, namely 
awareness, knowledge, attitude, and behaviour. 

 
3.0 Research Hypotheses 

H1: Awareness of direct-to-consumer pharmaceutical drug 
advertising significantly influences consumer’s perceived 
knowledge of the pharmaceutical drug. 
 

H2: Consumer’s perceived knowledge significantly influences the 
association between the awareness of direct-to-consumer 
pharmaceutical drug advertising and consumer’s attitude 
towards pharmaceutical drug. 
 

H3:
  
 

Consumer’s perceived knowledge and attitude significantly 
influence the association between the awareness of direct-to-
consumer pharmaceutical drug advertising and consumer’s 
behaviour towards the pharmaceutical drug. 
 

H4: Demographic factors significantly influence consumers’ 
perception of direct-to-consumer pharmaceutical drug 
advertising. 
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4.0 Methodology 

4.1 Procedure 

A cross-sectional survey involving participants above 16 years 
of age was executed in the months of October and November 2017 in 
Lagos State as used by Ajilore, Morka and Onyenankeya (2019). The 
last census exercise in Nigeria was conducted in 2006 by the National 
Population Commission and put the population of Lagos State at 
9,113,605. Using Saunders, Lewis, and Thornhill’s (2009) sampling 
formula, the study was based on a sample size of 808 participants. As 
used by Ajilore, Atakiti and Onyenankeya (2017) the multi-stage 
sampling technique was used to eventually reach final count of 
research respondents and 20 local governments within the state were 
employed as the structural basis for the first stage of selection. The 
Ikeja Local Government with a resident population of 317,614 and 
Amuwo Odofin with a resident population of 328,975 were randomly 
chosen. 

The second stage involved the identification and listing of the 
wards that made up each local government. Ward C (Onipetesi) 
emerged in Ikeja Local Government out of the eight wards through 
simple random sampling, whereas Ward B1 was randomly pulled out 
of five wards to represent the Amuwo Odofin Local Government. 
Following this, every fourth street was systematically selected in both 
wards and the approach was replicated for the selection of houses. 
To forestall contamination, only one respondent was chosen from 
every household for their participation. Wherever the selected building 
was found to be vacant, the researchers moved to the next building 
with human presence as a replacement. The instrument was a 36-
item Likert scale-based self-constructed questionnaire, which was 
subjected to expert scrutiny in order to ensure its face validity. 
Notations from these experts were used to further deconstruct the 
concepts of awareness, knowledge, attitude, and behaviour in 
generating better indicators. This ultimately guaranteed a high content 
validity measure. Then, the reliability of the measuring instrument was 
tested using Cronbach’s Alpha and the exercise yielded the following 
figures: consumer awareness of DCPDA - 0.805; Perceived 
knowledge of DCPDA – 0.779; Attitude to DCPDA – 0.828; Behaviour 
towards DCPDA – 0.807; and Composite – 0.902. Out of the 808 
questionnaires administered, data cleaning successfully validated 569 
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(70.4%) copies as eligible for further analysis. The data analysis 
process and final results obtained were based on the return rate of 
70.4 per cent. For the results, hypothesis 1 was tested using simple 
linear regression, hypotheseses 2 and 3 were tested with linear 
regression using the stepwise method, whereas hypothesis 4 was 
tested using multiple linear regression. Data analyses were conducted 
using SPSS version 22. 

 
5.0 Research Setting and Participants 

Lagos State as the study state was, for many years, the federal 
capital of Nigeria and still considered the commercial hub of the 
country (Onyenankeya and Salawu, 2020). It hosts the head offices of 
various established mass media and advertising agencies, as well as 
the local and transnational subsidiaries of pharmaceutical companies. 
Its metropolitan status has been built upon and remains sustained by 
its history, coastal location, buoyant economy, better infrastructure 
concentration, and higher population. The minimum cut-off age of 
participants was set at 16 years as empirical evidence suggested that 
children and young adolescents would struggle with seeing through 
the persuasive intent of advertising (John, 1999). Age was thus used 
as a screener, as well as an equal opportunity of exercise in this study. 

 
6.0 Analyses of Data 

Table 27 : Demographic Characteristics of Respondents 

Variable                         Frequency (n) Percentage (%) 
Age 16-20 50 8.8 

21-25 137 24.1 

26-30 218 38.3 

31-35 101 17.8 

36-40 33 5.8 

41 and above 25 4.4 

Missing 5 0.9 

Total 569 100.0 

Gender Male 307 54.0 
Female 262 46.0 
Total 569 100.0 
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Marital Status Single 326 57.3 
Married 227 39.9 
Missing 16 2.8 
Total 569 100.0 

Religion Christianity 324 56.9 
Islam 148 26.0 
Indigenous religion 85 14.9 
Missing 12 2.2 
Total 569 100.0 

Educational 
Background 

SSCE 67 11.8 
NCE/OND 106 18.6 
HND/BSC 256 45.0 
MSc 105 18.5 
PhD 24 4.2 
Missing 11 1.9 
Total 569 100.0 

Monthly Income N10,000 - N50,000 191 33.6 
N50,0001 - N100,000 227 39.9 
N100,0001 & above 141 24.8 
Missing 10 1.7 
Total 569 100.0 

Occupation Student 83 14.6 
Civil Servant 95 16.7 
Trader 127 22.3 
Private Worker 236 41.5 
Unemployed 19 3.3 
Retired 5 0.9 
Missing 4 0.7 
Total 569 100.0 

 
Table 1 is a composite demographic matrix. It indicated that a 

majority of the respondents were between the age range of 21 to 35 
years (n= 456, 80%) and that the males (n=307, 54%) were more 
represented than the females (n=262, 46%). Furthermore, 57.3 per 
cent (n=326) of them were single individuals, while 39.9 per cent were 
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married (n=227). More Christian participants (n=324, 56.9%) were 
involved compared to Muslims (n=148, 26%) and those of indigenous 
religions and faiths (n=85, 14.9%). Most respondents had Higher 
National Diploma/Bachelor of Science (HND/B.Sc) (n=256, 45%), 
while the rest obtained National Certificate of Education/ Ordinary 
National Diploma (NCE/OND) (n=106, 18.6%) and MSc (n=105, 
18.5%) in terms of academic qualifications. The finding about higher 
educational qualifications of respondents is consistent with previous 
studies (Ajilore, Ambassador-Brikins and Onyenankeya, 2017; Ajilore 
et al., 2018). In the context of average monthly income, data analysis 
showed that 227 (39.99%) respondents earned between N50,000 and 
N100,000, followed by those who earned between N10,000 and 
N50,000 (n=191, 33.6%). In contrast, not many respondents received 
a monthly income ranged from N100,000 and above (n=141, 24.8%). 
Finally, many of the study participants worked in the private sector as 
salary earners (n=236, 41.5%), traders (n=127, 22.3%), and civil 
servants (n=95, 16.7%). Meanwhile, very few were unemployed 
(n=19, 3.3%) and retired (n=5, 0.9%).  
 
Table 28a : Consumer’s Level of Exposure (as an indicator of awareness) to 

Medicine Advertisements 

Item VE 
4 

E 
3 

FE 
2 

NE 
1 

Mean SD 

I have been exposed to 
medicine advertisements. 

202 
(35.5) 

285 
(50.1) 

82 
(14.4) 

- 3.21 0.67 

KEY: VE=Very Exposed, E=Exposed, FE=Fairly Exposed, NE=Not Exposed***Decision Rule 
if mean is ≤ 1.49 = Not Exposed; 1.5 to 2.49= Fairly Exposed; 2.5 to 3.49 =Exposed; 3.5 to 
4= Very Exposed 
 

Table 2a indicates that all respondents are, on the average, 
exposed to direct-to-consumer pharmaceutical drug advertisements 
(Mean=3.19, SD=0.71).   
 
Table 2b : Extent to which Channels have been used to Expose Consumers 

to Medicine Advertisements 

Item VHE 
5 

HE 
4 

LE 
3 

VLE 
2 

NA 
1 

Mean SD 

On television 181 
(31.8) 

267 
(46.9) 

94 
(16.5) 

18 
(3.2) 

9 
(1.6) 

4.04 0.87 

Transit advert (e.g. advert 
on Bus Rapid Transport  

167 
(29.3) 

220 
(38.7) 

123 
(21.6) 

41 
(7.2) 

18 
(3.2) 

3.84 1.03 
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On a billboard 131 
(23) 

225 
(39.5) 

149 
(26.2) 

57 
(10) 

7 
(1.2) 

3.73 0.97 

On radio 108 
(19.0) 

184 
(32.3) 

192 
(33.7) 

63 
(11.1) 

22 
(3.9) 

3.51 1.04 

Poster/Pamphlet at 
medicine store (chemist) 

121 
(21.3) 

161 
(28.3) 

172 
(30.2) 

84 
(14.8) 

31 
(5.4) 

3.45 1.14 

In a newspaper 80 
(14.1) 

117 
(20.6) 

185 
(32.5) 

138 
(24.3) 

49 
(8.6) 

3.07 1.16 

In a magazine 73 
(12.8) 

125 
(22) 

205 
(36) 

100 
(17.6) 

66 
(11.6) 

3.07 1.17 

Average Weighted Mean      3.53 1.05 
KEY: VHE=Very High Extent, HE=High Extent, LE=Low Extent, VLE=Very Low Extent, 
NA=Not at all Decision Rule if mean is ≤ 1.49 Not at all; 1.5 to 2.49 = Very Low Extent; 2.5 to 
3.49 =Low Extent; 3.5 to 4.49 = High Extent; 4.5 to 5 = Very High Extent 

 
Table 2b shows that on average, the respondents are exposed 

to a high extent of direct-to-consumer pharmaceutical drug 
advertisements through different channels (Average Weighted Mean= 
3.53, SD=1.05). Notably, the study participants were exposed to a 
high extent of DCPDA advertisements on the television (Mean=4.04, 
SD=0.87), transit advert (e.g. advert on BRT) (Mean=3.84, SD=1.03), 
billboard (Mean=3.73, SD=0.97), and on radio (Mean=3.51, SD=1.04) 
on the average. In contrast, they were exposed to medicine 
advertisements at a low extent through poster/pamphlet at medicine 
store (Mean=3.45, SD=1.14), newspapers (Mean=3.07, SD=1.16), 
and magazines (Mean=3.07, SD=1.17).  

 
Table 3c : Attention Consumers give to Medicine Advertisements 

Items SA A D SD U Mean SD 

In the last 6 months, adverts on 
medicine have caught my 
attention. 

124 
(21.8) 

271 
(47.6) 

128 
(22.5) 

39 
(6.9) 

7 
(1.2) 

3.82 0.89 

I pay attention to ads for 
specific medicine brands 
(Lonart, Panadol Extra, 
Camosunate, etc.). 

122 
(21.4) 

242 
(42.5) 

131 
(23) 

58 
(10.2) 

16 
(2.8) 

3.70 1.01 

Average Weighted Mean      3.76 0.95 
KEY: SA=Strongly Agree, A=Agree, D=Disagree, SD=Strongly Disagree, U=Undecided 
***Decision Rule if mean is ≤ 1.49 =Undecided; 1.5 to 2.49 = Strongly Disagree; 2.5 to 3.49 
=Disagree; 3.5 to 4.49 = Agree; 4.5 to 5 = Strongly Agree 
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Table 2c shows that on average, the respondents agree that 
they are attentive to medicine advertisements (Average Weighted 
Mean= 3.76, SD=0.95). The study participants individually and on 
average agreed that within the past six months, advertisements on 
medicine had caught their attention (Mean=3.82, SD=0.89). They also 
paid attention to advertisements for specific medicine brands, such as 
Lonart, Panadol Extra, Camosunate, and more (Mean=3.70, 
SD=1.01). This analysis, therefore, suggests that Lagos State 
residents are, on average, attentive to medicine advertisements. 

 
Table 29 : Consumer’s Perceived Knowledge gained from Pharmaceutical 

Drug Advertisements 

Items SA A D SD U Mean SD 

Identify  the symptoms of 
diseases 

199 
(35.0) 

262 
(46.0) 

87 
(15.3) 

4 
(0.7) 

17 
(3.0) 

4.09 0.89 

Understand the benefits of a 
drug 

176 
(30.9) 

290 
(51) 

83 
(14.6) 

14 
(2.5) 

6 
(1.1) 

4.08 0.80 

Know about new drugs 176 
(30.9) 

282 
(49.6) 

83 
(14.6) 

27 
(4.7) 

1 
(0.2) 

4.06 0.81 

Learn more about treatment 
options 

132 
(23.2) 

250 
(43.9) 

129 
(22.7) 

44 
(7.7) 

14 
(2.5) 

3.78 0.97 

Know the dosage of drugs 97 
(17) 

260 
(45.7) 

132 
(23.2) 

69 
(12.1) 

11 
(1.9) 

3.64 0.97 

Know the side effect of drugs 117 
(20.6) 

197 
(34.6) 

166 
(29.2) 

62 
(10.9) 

27 
(4.7) 

3.55 1.08 

Learn about the risks of an 
advertised drug. 

103 
(18.1) 

189 
(33.2) 

161 
(28.3) 

82 
(14.4) 

34 
(6.0) 

3.43 1.12 

Average Weighted Mean      3.81 0.95 
KEY: SA=Strongly Agree, A=Agree, D=Disagree, SD=Strongly Disagree, U=Undecided 
***Decision Rule if mean is ≤ 1.49 =Undecided; 1.5 to 2.49 = Strongly Disagree; 2.5 to 3.49 
=Disagree; 3.5 to 4.49 = Agree; 4.5 to 5 = Strongly Agree 

 
Table 3 indicates that on average, the respondents claim to 

have gained knowledge from the pharmaceutical drug advertisements 
(Average Weighted Mean=3.81, SD=0.95). accordingly, the study 
participants collectively agreed they could do various actions as a 
result of the knowledge obtained from these advertisements. They 
are: identify the symptoms of diseases (Mean=4.09, SD=0.89), 
understand the benefits of a drug (Mean=4.08, SD=0.80), know about 
new drugs (Mean=4.06, SD=0.81), learn more about treatment 
options (Mean=3.78, SD=0.97), know the dosage of drugs 
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(Mean=3.64, SD=0.97), and know the side effect of drugs 
(Mean=3.55, SD=1.08). However, the respondent performance 
dipped on the acquisition of knowledge about the risks of an 
advertised drug item (Mean=3.43, SD=1.12). This suggests that 
through drug advertisements, the participants have gained knowledge 
to identify the symptoms of diseases, understand the benefits of a 
drug, know about new drugs, learn more about treatment options, 
know the dosage of drugs, and know the side effect of drugs. 
However, DCPDA was rated low when tested on its capacity to convey 
knowledge about the risks of an advertised drug, thus suggesting that 
either it did not mention the repercussions of abusing these drugs or 
the respondents just selectively sifted out or repressed such 
information. 

  
Table 30 : Consumer’s Attitude Influenced by Direct-to-Consumer 

Pharmaceutical Drug Advertisement 

Items SA A D SD U Mean SD 

Be more involved in my 
healthcare. 

141 
(24.8) 

251 
(44.1) 

140 
(24.6) 

29 
(5.1) 

8 
(1.4) 

3.86 0.90 

Become confident about 
medical conditions. 

148 
(26) 

251 
(44.1) 

119 
(20.9) 

41 
(7.2) 

10 
(1.8) 

3.85 0.95 

Trust drug company sponsored 
information. 

127 
(22.3) 

247 
(43.4) 

137 
(24.1) 

48 
(8.4) 

10 
(1.8) 

3.76 0.95 

Be determined to use the drug 
advertised. 

110 
(19.3) 

232 
(40.8) 

176 
(30.9) 

46 
(8.1) 

5 
(0.9) 

3.70 0.90 

Might need other media sources 
to get information about medical 
conditions and treatment 
options. 

120 
(21.1) 

226 
(39.7) 

146 
(25.7) 

57 
(10) 

20 
(3.5) 

3.65 1.03 

Feel that nothing is wrong with 
my health. 

89 
(15.6) 

213 
(37.4) 

186 
(32.7) 

56 
(9.8) 

25 
(4.4) 

3.50 1.01 

Prefer to offer health opinions to 
my doctor. 

94 
(16.5) 

198 
(34.8) 

196 
(34.4) 

51 
(9.0) 

30 
(5.3) 

3.48 1.04 

I feel like reducing my visits to 
the hospital. 

56 
(9.8) 

237 
(41.7) 

192 
(33.7) 

69 
(12.1) 

15 
(2.6) 

3.44 0.92 

Disregard the medicine 
prescribed by the doctor. 

86 
(15.1) 

143 
(25.1) 

205 
(36) 

119 
(20.9) 

16 
(2.8) 

3.29 1.05 
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Doubt a pharmacist’s 
recommendation. 

68 
(12) 

179 
(31.5) 

190 
(33.4) 

113 
(19.9) 

19 
(3.3) 

3.29 1.02 

Average Weighted Mean      3.58 0.98 
KEY: SA=Strongly Agree, A=Agree, D=Disagree, SD=Strongly Disagree, U=Undecided 
***Decision Rule if mean is ≤ 1.49 =Undecided; 1.5 to 2.49 = Strongly Disagree; 2.5 to 3.49 
=Disagree; 3.5 to 4.49 = Agree; 4.5 to 5 = Strongly Agree 

 
From Table 4, it is clear that study participants agree that their 

attitudes are influenced by DCPDA (Average Weighted Mean=3.85, 
SD=0.98). More specifically, they agreed that it made them more 
involved in their healthcare (Mean=3.86, SD=0.90), confident about 
their medical conditions (Mean=3.85, SD=0.95), and trusted drug 
company-sponsored information (Mean=3.76, SD=0.95). 
Furthermore, it allowed them to be determined to use the drug 
advertised (Mean=3.70, SD=0.90), possibly need other media 
sources to get the information about medical conditions and treatment 
options (Mean=3.65, SD=1.03), and feel that nothing was wrong with 
their health (Mean=3.50, SD=1.01). However, the study participants 
also collectively disagreed with the notion/observation that DCPDA 
enhanced their penchant for offering health opinions to their doctor 
(Mean=3.48, SD=1.04) and feeling like reducing their visits to the 
hospital (Mean=3.44, SD=0.92). They did not disregard the medicine 
prescribed by doctors (Mean=3.29, SD=1.05) and doubt a 
pharmacist’s recommendation (Mean=3.29, SD=1.02).  

 
Table 31 : Consumer’s Behaviour Influenced by Direct-to-Consumer 

Pharmaceutical Drug Advertising 

Items SA A D SD U Mean SD 

Use a medicine after consulting 
my doctor 

141 
(24.8) 

269 
(47.3) 

132 
(23.2) 

27 
(4.7) 

- 3.92 0.82 

Purchase a medicine after 
consulting my doctor 

152 
(26.7) 

253 
(44.5) 

127 
(22.3) 

36 
(6.3) 

1 
(0.2) 

3.91 0.87 

Opt for the advertised drug 115 
(20.2) 

248 
(43.6) 

160 
(28.1) 

38 
(6.7) 

8 
(1.4) 

3.75 0.90 

Recommend an advertised 
medicine to someone for use 

112 
(19.7) 

240 
(42.2) 

156 
(27.4) 

46 
(8.1) 

15 
(2.6) 

3.68 0.97 

Avoid self-medication 122 
(21.4) 

198 
(34.8) 

162 
(28.5) 

74 
(13) 

13 
(2.3) 

3.60 1.03 

Avoid self-diagnosis of a 
medical condition 

85 
(14.9) 

202 
(35.5) 

180 
(31.6) 

89 
(15.6) 

13 
(2.3) 

3.45 1.00 
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Stock my house with advertised 
medicines 

85 
(14.9) 

201 
(35.3) 

166 
(29.2) 

99 
(17.4) 

18 
(3.2) 

3.41 1.04 

Refuse to use the medicine my 
doctor asked me to use 

47 
(8.3) 

152 
(26.7) 

209 
(36.7) 

124 
(21.8) 

37 
(6.5) 

3.08 1.03 

Average Weighted Mean      3.60 0.96 
KEY: SA=Strongly Agree, A=Agree, D=Disagree, SD=Strongly Disagree, U=Undecided 
***Decision Rule if mean is ≤ 1.49 =Undecided; 1.5 to 2.49 = Strongly Disagree; 2.5 to 3.49 
=Disagree; 3.5 to 4.49 = Agree; 4.5 to 5 = Strongly Agree 

 
Table 5 indicates that on average, the study participants agree 

that DCPDA influences their behaviours (Average Weighted Mean= 
3.60, SD=0.96). This implies that such advertising influences their 
behaviour, specifically in terms of the following: they use medicine 
after consulting their doctor (Mean=3.92, SD=0.82), purchase 
medicine after consulting their doctor (Mean=3.91, SD=0.87), opt for 
the advertised drugs (Mean=3.75, SD=0.90), recommend the 
advertised medicine to someone (Mean=3.68, SD=0.97), and avoided 
self-medication (Mean=3.60, SD=1.03). In contrast, the respondents 
collectively disagreed and stated that they avoided self-diagnosis of a 
medical condition (Mean=3.45, SD=1.00) and did not precipitate 
reliance on drug and encourage drug abuse (Mean=3.41, SD=1.04) 
or refused to use the medicine their doctor asked them to use 
(Mean=3.08, SD=1.03).  

 
7.0 Presentation of Results 

7.1 Decision Rule 

The pre-set level of significance for this study was 0.05. The 
hypotheses presumed that a significant relationship was present 
between the variables being considered. If the P-value that indicates 
the significance or the probability value exceeds the pre-set level of 
significance (P>0.05), the hypothesis stated in the alternative form will 
be rejected. However, if the P-value is less than or equal to 0.05 
(P≤0.05), the hypothesis will be accepted. 
 
H1: Awareness of direct-to-consumer pharmaceutical drug 

advertising significantly influences consumer’s perceived 
knowledge of the pharmaceutical drug. 
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Table 32 : Model Summary for the Influence that Awareness of DCPDA has 

on Consumer’s Perceived Knowledge  

Model R R Square Adjusted R Square Std. Error of the 
Estimate 

1 .207a .043 .041 3.61584 
a. Predictors: (Constant), Awareness DCPDA 

 
Perceived knowledge: real knowledge (i.e. pharmacist) was not 

tested; rather, it was what the respondents perceived as knowledge. 
 
Table 6b : Simple Linear Regression Testing the Influence that Awareness 

of DCPDA has on Consumer’s Perceived Knowledge  

Model Unstandardised 
Coefficients 

Standardised 
Coefficients 

T Sig. 

B Std. Error Beta 
1 (Constant) 17.729 1.085  16.344 0.000 

Awareness 
DCPDA 

0.169 0.033 0.207 5.037 0.000 

Dependent Variable: Perceived Knowledge 
ANOVA, Model: (F (1, 567) =25.368, p<0.05) 

 
Table 6b indicates that awareness of DCPDA significantly 

influences consumer’s perceived knowledge (r= 0.207, R2= 0.043). 
Even though the model indicated that such awareness could only 
explain 4.3 per cent variance for consumer’s perceived knowledge 
(R2= 0.043), the influence was positively significant (r=0.207) and the 
hypothesis was thus accepted. This finding suggests that 
pharmaceutical drug media presence in Lagos is high and offers the 
possibility of awareness through exposure, which engenders the 
audience appetite for more information enriching their store of 
knowledge. 
 
H2: Consumer’s perceived knowledge significantly influences the 

association between the awareness of direct-to-consumer 
pharmaceutical drug advertising and consumer’s attitude 
towards pharmaceutical drug. 
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Table 33a : Model Summary for the Influence that Consumer’s Perceived 

Knowledge has on the Association between Awareness of DCPDA and 

Consumer’s Attitude towards Pharmaceutical Drug  

Model R R Square Adjusted R Square Std. Error of the 
Estimate 

1 .302a 0.091 .090 4.50605 
2 .437b 0.191 .188 4.25655 

a. Predictors: (Constant), Awareness DCPDA 
b. Predictors: (Constant), Awareness DCPDA, Perceived Knowledge 
 
Table 7b :  Step-wise Regression Analysis Showing the Influence that 

Consumer’ Perceived Knowledge has on the Association between 

Awareness of DCPDA and Consumer’s Attitude towards Pharmaceutical 

Drug  

Model Unstandardised 
Coefficients 

Standardise
d 

Coefficients 

t Sig. 

B Std. Error Beta 
1 (Constant) 22.610 1.352  16.725 0.000 

Awareness DCPDA 0.315 0.042 0.302 7.555 0.000 
2 (Constant) 15.307 1.549  9.883 0.000 

Awareness  DCPDA 0.246 0.040 0.236 6.100 0.000 
Perceived 
Knowledge 

0.412 0.049 0.322 8.332 0.000 

Dependent Variable: Consumer’s Attitude 
ANOVA, Model 1: (F (1, 567) =57.072, p<0.05) 
ANOVA, Model 2: (F (2,566) =66.688, p<0.05) 

 
Table 7b depicts that consumer’s perceived knowledge has a 

significant influence on the association between the awareness of 
DCPDA and consumer’s attitude towards pharmaceutical drugs (F 
(2,566) =66.688, p<0.05). This implies that when consumer’s 
perceived knowledge moderates the association between consumer’s 
awareness of DCPDA and attitude towards pharmaceutical drugs, it 
does so significantly. Practically, it suggests that when consumers 
have the knowledge of what they may stand to gain from an advertised 
pharmaceutical drug, this will most likely influence them to look out for 
such advertisement. Meanwhile, Table 7a shows that awareness of 
DCPDA significantly influences consumer’s attitude towards 
pharmaceutical drugs (p<0.05, R2= 0.091). The first model indicated 
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that awareness of DCPDA could only explain 9.1 per cent of variance 
in consumer’s attitude towards pharmaceutical drugs. However, when 
perceived knowledge was introduced, 0.10 change of R square 
(p<0.05, R2= 0.191) was seen, which suggested that its introduction 
improved the model by 10 per cent. This suggests that the second 
model can explain 19.1 per cent of variation in consumer’s attitude 
towards pharmaceutical drugs. It implies that the consumer’s 
perceived knowledge improves the association between the 
awareness of DCPDA and attitude towards pharmaceutical drugs. 
Consequently, the hypothesis was accepted. 

 
H3:
  
 

Consumer’s perceived knowledge and attitude significantly 
influence the association between the awareness of direct-to-
consumer pharmaceutical drug advertising and consumer’s 
behaviour towards the pharmaceutical drug. 

 
Table 34a : Model Summary for the Influence that Consumer’s Perceived 

Knowledge and Attitude has on the Association between Awareness of 

DCPDA and Consumer’s Behaviour towards Pharmaceutical Drug  

Model R R Square Adjusted R Square Std. Error of the 
Estimate 

1 .301a 0.090 .089 3.40730 
2 .542b 0.294 .291 3.00456 
3 .666c 0.443 .440 2.67075 

a. Predictors: (Constant), Awareness DCPDA 
b. Predictors: (Constant), Awareness DCPDA, Perceived Knowledge 
c.  Predictors: (Constant), Awareness DCPDA, Perceived Knowledge, 
Consumer’s Attitude 
 
Table 8b :  Step-wise Regression Analysis Showing the Influence that 

Consumer’s Perceived Knowledge and Attitude has on the Association 

between Awareness of DCPDA and Consumer’s Behaviour towards 

Pharmaceutical Drug  

Model Unstandardised 
Coefficients 

Standardised 
Coefficients 

T Sig. 

B Std. Error Beta 
1 (Constant) 17.939 1.022  17.549 0.000 

Awareness DCPDA 0.237 0.032 0.301 7.505 0.000 
2 (Constant) 10.035 1.093  9.179 0.000 

Awareness DCPDA 0.162 0.028 0.205 5.683 0.000 
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Perceived 
Knowledge 

0.446 0.035 0.461 12.775 0.000 

3 (Constant) 5.069 1.052  4.817 0.000 
Awareness DCPDA 0.082 0.026 0.104 3.138 0.002 
Perceived 
Knowledge 

0.312 0.033 0.323 9.498 0.000 

Consumer’s Attitude 0.324 0.026 0.429 12.301 0.000 
Dependent Variable: Consumer’s Behaviour 
ANOVA, Model 1: (F (1, 567) =56.323, p<0.05) 
ANOVA, Model 2: (F (2,566) =117.815, p<0.05) 
ANOVA, Model 3: (F (3,565) =149.845, p<0.05) 

 
Table 8b shows that consumer’s perceived knowledge and 

attitude both have a significant influence on the association between 
the awareness of DCPDA and consumer’s behaviour towards 
pharmaceutical drug (F (3,565) =149.845, p<0.05). This implies that 
when consumer’s perceived knowledge and attitude moderate the 
association between consumer’s awareness of DCPDA and 
consumer’s behaviour towards pharmaceutical drug, respectively, 
they creates a significant impact. In a real-life situation, this model 
pointed out that when consumers via pharmaceutical drug advertising 
were made aware of certain drugs, such awareness influenced their 
behaviour towards such advertised pharmaceutical drug. Following 
this, the significant influence previously achieved would not be lost 
when consumer’s perceived knowledge and attitude were considered; 
in contrast, it would be improved. This is indicated in Table 8b, which 
shows that awareness significantly influences consumer’s behaviour 
towards pharmaceutical drugs (p<0.05, R2= 0.090). However, the 
second model showed that when perceived knowledge was 
introduced, 0.204 change in the R square (p<0.05, R2= 0.291) was 
seen. Thus, the introduction of perceived knowledge brought about an 
increase of 20.4 per cent in R square; hence, the second model could 
explain 29.4 per cent of variation in consumer’s behaviour towards 
pharmaceutical drugs (F (2,566) =117.815, p<0.05). Moreover, the 
introduction of consumer attitude in the third model led to 0.149 
change in R square (p<0.05, R2= 0.443), thereby resulting in about 
14.9 per cent improvement for the parameter. Similarly, the model 
could explain 44.3 per cent of variation in consumer’s behaviour 
towards pharmaceutical drugs. This suggests that consumer’s 
perceived knowledge and attitude improve the association between 
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the awareness of DCPDA and behaviour towards pharmaceutical 
drugs. Therefore, the hypothesis was accepted.    
  
H4: Demographic factors significantly influence consumers’ 

perception of direct-to-consumer pharmaceutical drug 
advertising. 

 
Table 35a : Model Summary for the Influence that Demographic Factors 

have on Consumer’s Perceived Knowledge of the Utility of DCPDA  

Model R R Square Adjusted R Square Std. Error of the 
Estimate 

1 .133a .018 .005 3.62422 
a. Predictors: (Constant), Monthly Income, Gender, Marital Status, Occupation, 
Religion, Educational Background, Age 
 
Table 9b : Multiple Linear Regression Showing the Influence that 

Demographic Factors have on Consumer’s Perceived Knowledge of the 

Utility of DCPDA  

Model Unstandardised 
Coefficients 

Standardised 
Coefficients 

T Sig. 

B Std. Error Beta 
1 (Constant) 25.284 .879  28.768 0.000 

Gender -.111 .304 -.016 -.365 0.715 
Age -.159 .136 -.053 -1.162 0.246 
Marital Status .037 .291 .006 .128 0.898 
Occupation -.070 .134 -.023 -.524 0.601 
Religion -.467 .208 -.098 -2.243 0.025 
Educational 
Background 

-.238 .151 -.070 -1.576 0.116 

Monthly Income .052 .209 .011 .246 0.806 
Dependent Variable: Consumer’s Perceived Knowledge of the Utility of DCPDA 
ANOVA (F (7,553) =1.427, p>0.05) 

 
Table 9b indicates that the demographic factors do not jointly 

and significantly influence consumer’s perceived knowledge of the 
utility for DCPDA (F (7,553) =1.427, p>0.05, R2= 0.018). However, a 
deeper analysis indicated that only religion had an individual and 
significant influence on consumer’s perceived knowledge of the utility 
for DCPDA. This suggests that the religion of the participants affect 
the perceived knowledge of pharmaceutical drugs. However, this 
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analysis led to the hypothesis rejection, which stated that 
demographic factors significantly influenced consumer’s perceived 
knowledge of DCPDA.  

 
8.0 Further Analysis on Religion 

Table 36a : Model Summary for the Influence that Religion has on 

Consumer’s Perceived Knowledge of the Utility of DCPDA  

Model R R Square Adjusted R Square Std. Error of the 
Estimate 

1 .240a .058 .053 3.59402 
a. Predictors: (Constant), Traditional, Islam, Christianity 

 
Table 10b : Multiple Linear Regression Showing the Influence that Religion 

has on Consumer’s Perceived Knowledge of the Utility of DCPDA 

Model Unstandardised 
Coefficients 

Standardised 
Coefficients 

T Sig. 

B Std. Error Beta 
1 (Constant) 18.286 1.038  17.625 0.000 

Christianity 5.275 1.057 .708 4.992 0.000 
Islam 4.960 1.079 .590 4.598 0.000 
Traditional 3.743 1.108 .362 3.377 0.001 

Dependent Variable: Consumer’s Perceived Knowledge of the Utility of DCPDA 
ANOVA (F (1,567) =9.974, p<0.05) 

 
In Table 10b, religion is isolated as a variable for further 

analysis and shows that it significantly influences the respondents’ 
perceived knowledge of the utility for DCPDA (F (1,567) =9.974, 
p<0.05, R2= 0.017). This suggested that  the respondent religion 
affiliation could explain 1.7 per cent of variance for the consumer’s 
perceived knowledge of the utility of DCPDA. In specific, Table 10b 
shows that being a Christian (r = 0.708, p<0.05), Muslim (r = 0.590, 
p<0.05), or someone with an indigenous religion adherence (r = 0.362, 
p<0.05) significantly influences the consumer’s perceived knowledge 
of the utility for DCPDA. Additionally, being a Christian was strongly 
associated (r = 0.708), being a Muslim was moderately associated (r 
= 0.590), and being one of indigenous religion faith was weakly 
associated with (r = 0.362) consumer’s perceived knowledge of the 
utility for DCPDA. 
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9.0 Conclusion 

The findings demonstrated that the study participants had a 
high level of awareness regarding DCPDA, which precipitated a 
domino effect. Such high awareness snowballed into high perceived 
knowledge of pharmaceutical substance, a positive and accepting 
attitude towards the use of the substance, and a pharmaceutical drug-
friendly and welcoming behaviour. By implication, the findings suggest 
that pharmaceutical companies with huge financial resources can 
engender a high purchase behaviour by maintaining high media 
visibility, which possibly translate into a high level of brand awareness, 
perceived knowledge, and positive attitude. Collectively, these 
elements themselves lead to favourable purchase behaviour. 
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