
Over and above

Consider the following
scenario. You are perus-
ing your favourite clini-
cal journal and flip to an
advertisement for a new

drug. The left frame shows a sad
looking fellow who seems older than
his years. On the right panel, he looks
much better and is smiling as he gazes
up at a man wearing a white coat.
This second man’s coat and hair
colour match and are equally immac-
ulate; he looks younger than his years
and exudes an aura of good health.
You note that, aside from a neatly
coiled stethoscope, his coat pockets
are empty and contain no books, aids,
scribbled notes, index cards, old
“while-U-were-out” messages or
other paraphernalia. Still, you deduce
that he is a physician. You glance at
the text beneath the panels and note
that it seems to be divided into com-
partments. You have no trouble read-
ing some of it: “CARDI-ERECT™
— for all your hypertensive patients.
Round-the-clock blood pressure con-
trol and NO IMPOTENCE.” The
remaining text is too small to make
out, and you lament having left your
reading glasses at the office. A blazing
red line, possibly an arrow, arcs across
the text from left to right and then
curves upward. It reminds you of
something, but you can’t put your fin-
ger on it. At this point, do you con-
sider switching your hypertensive pa-
tients to CARDI-ERECT? Do you
consider putting yourself on CARDI-
ERECT? Do you consider washing
your lab coat more often? Or do you
consider dying your hair?

Keeping abreast of the medical lit-
erature is a major goal for clinicians.
Previously we, and others, described
various approaches to reading the

medical literature.1–4 However, recog-
nizing that many clinicians obtain at
least some of their knowledge from
drug advertisements,5 we felt it was
important to extend our recommenda-
tions and address the specifics of how
to read pharmaceutical ads.

Reading drug ads might save time
for the busy clinician. They take only
a few moments to scan and could con-
tain valuable information given the
strict standards of modern advertising.
In this article, we offer 6 key guide-
lines on how to approach such ads.

1. What to read in the ad?

Songwriter Tom Waits once said,
“The big print giveth and the small
print taketh away.” He couldn’t have
characterized drug ads any better. No
respectable physician should be
caught dead reading 20-point letter-
ing screaming “PRESCRIBE GLU-
COPLUNGE™.” And truthfully,
the 6-point text is not only illegible,
it’s incomprehensible (“No long-
term studies with PlaceboNorm™
exist to determine whether its appar-
ent inhibition of cytochrome P450
2C19 or 3A3 in rhesus monkeys is
persistent or merely reflects the dual
kinetic profile of its major metabo-
lites 7,7-nordeoxymetaglutamine or
5,7-paradeoxymetaglutamine, or
both”). We recommend that readers
focus on material printed in a 12-
point font (95% confidence interval
10 to 14), because “that’s where the
money is” (well actually the money is
in multinational corporations based
in Switzerland but you probably
knew that). Material written in bold
or italics font is probably not worth
reading, yet the temptation to peek
may be hard to resist. 

2. Does the practice resemble
yours?

Do the patients in the ads look any-
thing like patients in your practice?
Does the doctor look like a soap opera
star? Do the office furnishings resemble
a Hollywood mansion? Is the drug
named Superb-o-tox™ (“for people
who really want to spend a lot on look-
ing good”)? Does the image convey any
of the smells, noises and stresses of a
real practice? If not, consider that the
medication may work only in the rar-
efied atmosphere of idealized settings
(perhaps the precise type of settings in
which it was tested in clinical trials).6 If
the setting does resemble your practice,
please send us a letter indicating if you’d
be willing to accept new associates.

3. What “references” are
cited in the ad?

First, find the references. (Good
luck — our rule of thumb is that they
will usually be 3/θ pages away from the
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ad itself, where θ is the probability that
you’ve heard of the drug. For example,
if you have only a 10% feeling that
you’ve heard of the drug, the citation
will be about 30 pages away, and in
some cases you might even need to flip
to next month’s issue.) If you are read-
ing from a PDF on the Internet, you
will likely need to reboot twice during
your search.

Second, check to see if, and where,
the references have been published.
We appreciate the difficulty in securing
publication of less-than-earthshaking
results, but remain wary when the ma-
jority of references are “on file” or pub-
lished as part of highly specialized pro-
ceedings (“the first annual Schleswig–
Holstein symposium of left patellar ef-
fects of Costalot™”). Likewise, be wary
of references to articles in journals that
may exist expressly for the purpose of
publishing those results. And, as lin-
guistic Philistines, can we be blamed
for harbouring doubts about results
published in Jornalese por Sjkotea Rurita-
nia Occidentalis?

Empirically, we have determined that
the likelihood of references being in a
mainstream clinical journal is about θ/3.
Thus, if you have only a 10% feeling
that you’ve heard of the drug, you have
less than a 4% chance of finding the ci-
tation in a mainstream journal. Also, the
likelihood that the search for references
will be frustrating approaches 100%
(3/θ × θ/3). This is known as the “High-
Sell-Drug Uncertainty Principle” (not
to be confused with the “Folly Exclusion
Principle,” which merely sets a lower
limit on the degree of frustration).

4. Does the drug name 
grab you?

Drug companies spend millions re-
searching potential names for drugs. If
the name doesn’t grab you, the com-
pany clearly can’t be trusted with more
material matters. We offer these guide-
lines. First, reject any drug whose name
has more than 3 syllables. That’s just
too pedestrian. So, Uroflow™ is fine
but not Micturmiracle™. Second, re-
ject any drug whose name conjures un-

pleasant associations. Drugs should
soothe the physician as well as the pa-
tient. We view Rash-ease™ favourably,
but find Proctopop™ beyond com-
ment. Third, consider trying drugs
whose monikers are implicitly candid.
We would prescribe Generopril™ and
look forward to using Cholecheap™.
Fourth, exclude drugs whose names
have, unfortunately, been appropriated
from Latin apparently without the
manufacturer’s awareness (“Oppro-
brium™ — new for depression”). Fi-
nally, be cautious about drug names
that seem to have been chosen solely
for their use in the ad itself (“How
much should you worry about your
choice of beta-blocker? — Notatol™”).

5. Is the drug cost stated in
the ad?

Drugs cost a lot of money, and man-
ufacturers should highlight rather than
hide this characteristic. Should you re-
ally trust your patient’s life to an antibi-
otic that costs “only pennies a day”? We
don’t think so. Indeed, if the advertised
drug costs 30% more than its nearest
competitor, we’d be tempted to give it a
try, especially since the government is
going to pick up the tab anyway. Cost
consciousness has never had a place in
medical research or market advertising,
so why start now?

6. Is the dosing convenient?

Drugs ultimately need to be ordered
by physicians and taken by patients, so
convenience of dosing is a real concern.
If Aspirin weren’t as effective as it is, for
example, we doubt that the 325-mg dose
would be acceptable under contempo-
rary expectations. It would come in 100-
mg or 300-mg tablets (“in a new easy-
to-swallow tabcap®”). Likewise, don’t
even look at an ad for a drug that has to
be taken more than once per day. Keep
your eye open for that soon-to-be-de-
veloped once a week or once a month
formulation (“Infinitum™ — one dose
and you need never worry about type 4b
porphyrocandidopsis again”). Also,
avoid drugs whose doses have to be cal-

culated on the basis of body surface area,
or adjusted for renal or hepatic insuffi-
ciency; these are just mistakes waiting to
happen. (Indeed, many doctors aren’t
even good at calculating their CME
credits, with their totals ending up too
high.) We dream of the one-size-fits-all
approach and await the release of Te-
dium™ (“never adjust a dose again”).

Summary

We have listed 6 guidelines that we
believe will help you when reading
drug ads and deciding whether or not
to try a new drug. The guidelines
should also make reading drug ads less
intimidating and more fun. Alas, we
doubt that the pharmaceutical indus-
try will consider any of these points,
because they are already way ahead of
clinicians in sophistication and way
ahead of regulators in resourcefulness.
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