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Separating the Wheat from the Chaff:

Identifying Fallacies in Pharmaceutical Promotion

ALLEN F. SHAUGHNESSY, PharmD, DAVID C. SLAWSON, MD,

JOSHUA H. BENNETT, MD

Promoting drugs to doctors these days is much
like selling soap to customers. It’s all in the
marketing.

Wall Street Journal®

ADVERTISING—Wwhether it is for pharmaceuticals, auto-
mobiles, or breakfast cereals—is designed to either in-
Jform, remind, or persuade the target audience about a
product.? The marketing of drugs,. though, is different
from that of other types of goods and services, in that
the target of the advertising efforts of pharmaceuticals
is not the final purchaser of the product. In other words,
a select group—physicians— controls the consumption
for millions of others—their patients. This is the only
industry (except perhaps our government) in which the
buying decisions are not made by the ones holding the
purse strings.

-Pointing to this as well as many other reasons, many
editorialists and letter writers have advocated the po-
sition'that pharmaceutical promotion has no role in med-
icine, and that promotion efforts should be eliminated
or sharply curtailed. Opponents of this point of view
vehemently disagree, insulted that this approach calls
into questioh their ability to distinguish when they are
being “sold.” ‘

In this article we take an approach that goes right
down the middle of this argument. Assuming that phar-
maceutical promotion is hére to stay, the goal should
be to make the targets of such efforts “informed con-
sumers.” We approach this goal by presenting some of
these techniques of influence in terms of the “appeals”
that are made and then offering some ways in which we
can prepare ourselves to separate the useful information
from the useless misinformation that frequently accom-
panies it.
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CLAIMS, GIMMICKS, AND APPEALS

I came into this industry when marketing consisted of
giving away golf balls. It’s almost unbelievable how mar-
keting has changed; it’s now almost as scientific as any-
thing we do.!

Gerald Leubach, PhD
Former President, Pfizer Pharmaceuticals

Advertising, in general, is tightly regulated. The Fed-
eral Trade Commission does not allow advertising of any
product that is false or misleading. The Food and Drug
Administration (FDA) has further regulatory control over
the advertising of pharmaceuticals, requiring all claims
of safety and effectiveness to be suppported by product
labeling (i.e., the package insert).

It would be naive to think, however, that advertising
could or should be limited to strictly information and
rational appeals. Information, by itself, almost never
changes a person’s attitudes.® Advertising, on the other
hand, not only provides information, but also “attempts
to persuade us by appealing to our emotions (our hopes,
fears, dreams), to the vulnerable spots in our egos (our
desire for status and recognition), and by applying pres-
sure to the tender areas of our psyches.” 4

Drug promotion is no different. What is different,
though, is that the target audience is, or at least its mem-
bers perceive themselves to be, more rational and crit-
ical in their thought processes. As a result, drug mar-
keting has evolved into a process that provides information
intricately combined with logical and emotional appeals,
slogans, wishful thinking, behavior modification tech-
niques, and gimmicks.!->¢ :

Consider this claim that might occur in a drug detail:

Dr. Smith, I wish you’d give my drugs a try. Look at this
study —it shows that it was effective against 98% of all
the bacteria that cause sinusitis.

The first part of this appeal is a statement of a pre-
sumed fact: “My drug is effective against 98% of all
causes of sinusitis.” The unstated reasoning process that
all of us blaze through is, “Since this drug is 98% effec-
tive, few if any other agents will be more effective in
the treatment of sinusitis.” The resulting conclusion is,
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“This is the best drug for sinusitis, and therefore he’s
right, I should prescribe this for my patients.”

Appeals such as this one are presented every day
by pharmaceutical representatives in physicians’ offices.
We listen to them because we want to make sure that
the drugs we prescribe are best for our patients. To
convince us of their point of view, pharmaceutical rep-
resentatives present appeals that may be either rational
or flawed. Rational arguments might include evidence
showing that their drug is safer, more effective, easier
to take, less expensive, or better tasting. Nonrational—
“flawed” —appeals, instead, present detours, dead ends,
or roadblocks on our route to the “truth.”

Arguments, or appeals, must have three compo-
nents to be true. First, all relevant information must be
considered; that is, nothing should be left out. Second,
the facts not only must be true but also must be appli-
cable. Last, a sound reasoning process should connect
these true and applicable facts to the conclusion. If any
of the conditions is not met, a nonrational appeal, or
“fallacy of logic” has been presented and the conclusion
(i.e., “this is the best treatment for my patients”) may
be invalid.

FALLACIES OF LOGIC

If we are to take a critical attitude toward information
presented to us, we must also understand the difference
between evidence and other devices that are sometimes
used to make us believe the things people want us to
believe.”

Experts in critical thinking currently list about 130
fallacies. Fallacies have catchy descriptive names, often
expressed in Latin. The names are not important; the
importance is in recognizing the conscious or uncon-
scious use of these fallacies in drug promotion efforts.
Some are so blatant and so frequently used that their
use should be highlighted here. We have illustrated sev-
eral commonly used fallacies with examples; other ex-
amples may come to mind as well.

Appeal to Authority
(Argumentum ad Verecundiam)

I just talked with Dr. Jones, Chairman of General Hos-
pital’s Pharmacy and Therapeutics Committee. He says
that he uses our drugs in almost all of his patients, and
he has had great success. Won’t you give it a try?

None of us can know everything. We constantly rely
on authorities to provide us with information. Many times
we have to rely on the opinion of someone without the
opportunity to evaluate all the evidence ourselves.

The first requirement of an expert is that the topic
must be in the field in which he or she is.an expert. In
our example, Dr. Jones’ credentials as chairman of the
therapeutics committee do not necessarily make him an

expert at anything. This is not to say, however, that he
is not to be trusted. Dr. Jones may have convincing
evidence that a certain course of treatment is better even
when discussing an area that does not fall within his
realm of expertise. The fallacy occurs in accepting his
opinion alone without considering the evidence.

The second requirement of an expert is that he or
she must be free of sources of bias. A common approach
in drug marketing is to pay a local expert (termed an
“opinion former”)? to speak to nonexperts about a drug.
It is difficult to imagine that this speaker has not been
influenced, consciously or not, by the sponsor. To some
extent this influence and its effect have been docu-
mented.”- '°

How do we combat the use of this appeal? The first
step is to recognize when the evidence presented to
support the claim is the expert’s opinion and not nec-
essarily factual information derived from clinical studies.
The next step is to verify the expertise to which the
appeal is being made. A good speaking style, a thick
curriculum vitae, and an academic appointment do not
necessarily confer expert status. In most situations, it is
probably best to try to ignore the glittering reputations
of experts and listen to what they have to say, being
especially careful when phrases begin with, “What I like
todois...,” “In my experience...,” or “At my hospital
we . ..” These statements, without further support, de-
serve careful questioning. :

The Bandwagon Effect
(Argumentum ad Populum)

The bandwagon effect, also called appeal to popu-
larity, is a variation on the appeal to authority. In this
case the “authority” is not a single person or an insti-
tution. The authority in this case is popularity. Appeal
to popularity is frequently used in drug promotion. In
an advertising campaign aimed at primary care practi-
tioners, for example, the makers of an antidepressant
boasted of how many psychiatrists prescribe their drug.
We are often quick to jump on the bandwagon when
we are afraid of looking as though we’re not as up-to-
date as our colleagues.

Note that the conclusion drawn from an argumen-
tum ad populum may not necessarily be false. There
are frequently good reasons why a medication is widely
prescribed. It is using the popularity of the idea as a
premise for the conclusion that is wrong. This mental
shortcut of appealing to the masses is often easier than
evaluating the reasons why the conclusion is so widely
embraced.

Red Herring (Non Sequitur)

Legend has it that a red herring was used when dogs
were being trained to follow a criminal’s scent. The fish
was dragged over the scent of the “criminal” and the
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dogs were then taught to ignore this fresher, perhaps
more interesting, scent and stay with the old scent. The
red herring fallacy does the same thing: it presents facts
that, although interesting, are not related to the conclu-
sion.

Several years ago, an advertisement stated that ci-
metidine “reduces potential risks of prolonged acid
suppression, reduces potential for acetaminophen tox-
icity, and [has a] lower risk of hepatotoxicity than ran-
itidine.” On the surface, cimetidine appears to be safer
than ranitidine. On further analysis, the facts, although
perhaps true, have little bearing on the clinical decision
to use one agent over the other. The first claim states
that cimetidine doesn’t decrease gastric acid secretion
for as long as does ranitidine, and this shorter duration
of action is somehow better. However, the clinical det-
riment to prolonged acid suppression has not been dem-
onstrated. Though cimetidine theoretically. may de-
crease the metabolism of acetaminophen to toxic agents,
this action is of little practical use since an overdose of
acetaminophen occurring in an individual already taking
either cimetidine or ranitidine is extremely small. The
third claim of lower hepatotoxicity is also irrelevant,
since the risk with either agent is extremely small.

In all three appeals in this argument, the facts may
be true but are irrelevant. This promotional campaign
incurred the wrath of the FDA’s Division of Drug Ad-
vertising and Labeling, but only after the claims were
brought to the FDA’s attention by the maker of raniti-
dine.™

Red herring appeals usually occur when little dif-
ference exists among the available choices of therapy.
This appeal preys upon our tendency toward wishful
thinking.

Appeal to Pity (Argumentum ad Misericordiam)

You know, Doctor, this drug just isn’t doing well in my
territory. Even though I'm out there working hard, my
sales just don’t show it. Couldn’t you help me a little by
just trying my drug on a few patients?

“Pity melts the mind,” wrote the poet Dryden. It is
easy for the pharmaceutical representative to push the
right button to flip us from logical thinker to sympathetic
listener. Carefully intermingled with other facts, an ap-
peal to pity can be overlooked and make its way into
our decision process without our realizing it.

The above example is a rather blatant appeal to pity,
but there are other, less obvious approaches. Occasion-
ally advertisements imply that a brand-name product
should be specified over the generic so that money gen-
erated by the brand-name manufacturers can be used to
discover new and better drugs. Other approaches sug-
gest that the prescriber should take pity on the patient
and prescribe a particular medication, ignoring the fact
that the drug may offer little or no benefit.

Appeal to Curiosity

The appeal to curiosity attempts to pique our in-
terest by tapping our innate inquisitiveness. Similar to
the red herring fallacy, the appeal to curiosity entails
presenting irrelevant facts in an interesting way and usu-
ally involves displays or demonstrations. We may be
encouraged to hold and feel a tablet with an interesting
shape or imprint, or we may be given a small taste of a
product. The appeal is similar to test-driving a car; the
feel, smell, and look of a new car frequently overwhelm
the otherwise objective buyer. Clever demonstrations
point out unique but often irrelevant characteristics of
one drug over another in an attempt to captivate the
mind.

Many other fallacies are used in drug promotion.
We have attempted to identify and explain only the most
significant and commonly used logical missteps. Further
informaton about these and other fallacies can be found

" in texts on critical thinking % 12

OTHER TECHNIQUES OF DRUG PROMOTION

Nonrational appeals are not the only way to grab
and hold our attention. Advertising is evolving from the

‘art of developing catchy phrases to a science that uses

proven persuasive techniques. In addition to the intel-
lectual appeals, advertising can include sensory, social,
and ego appeals. While some of these techniques have
been formally studied, the use of others is supported by
“clinical experience”—i.e., they work.

Food

Food, whether in the form of a meal at an elegant
restaurant or just a box of pastry brought to the office,
is the most commonly used technique to derail the judg-
ment aspect of decision making. A fine meal, in addition
to being a gift (discussed below), increases the recep-
tivity of an audience to a message.'> ¥ A study of per-
suasive messages has shown that one is more likely to
accept a new idea while eating.!*

The Testimonial

The company people always tell us that these drugs work,
but, I gotta tell you, Doctor, I really was convinced when
my father started taking it.

The testimonial is a very persuasive form of com-
munication. It takes an abstract idea and personalizes it,
allowing us to react on a concrete level. Drug studies
help us with decisions, but they tend to have been con-
ducted ‘“out there” somewhere and may not seem to
apply within our own realm.

In addition to the pharmaceutical representative’s
providing the testimonial, solicited testimonials may also
be used: “Have you had success with (my drug)?” It is
difficult to argue with our own success even if, in terms
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of study design, the sample size is small, the study un-
blinded, and the outcome difficult to measure.

Relationship Building

The relationship between pharmaceutical repre-
sentative and prescriber is all-important to increasing
sales. Representatives do whatever it takes to increase
their “face time,” because developing a relationship is
frequently the first step in developing credibility. In the
initial training of a pharmaceutical representative, more
emphasis is placed on developing general verbal com-
munication skills and specific communication with phy-
sicians than is placed on product knowledge.®

Gifts

One of the most frequent and easiest ways to cre-
ate a relationship is by the giving of gifts. Recent guide-
lines!>~'7 have diminished the allowable size of gifts but
not the frequency with which they are given. Chren and
colleagues’® have elegantly outlined the concept that
the acceptance of a gift of any size establishes a rela-
tionship with attendant obligations. Whether the gift is
something with a high intrinsic value, such as a book or
a stethoscope, or something of low cost, such as the
ubiquitous pens, notepads, and gadgets,'® we are cul-
turally programmed to give a “gift” in return. Our re-
sponse to this obligation is generally to listen to the
message that invariably accompanies the gift.

It may be likely, though, that we not only listen but
also process the information, while unconsciously at-
taching the emotion of indebtedness to the message.
This is the goal of advertising, as discussed eatlier—to
achieve an emotional response. Although we may not
act on this feeling, the subconscious tension created by
the gift giving—pitting our altruistic concern for our
patients versus innate self-interest—serves to cement
the message into our minds.

Active Learning

Active learning involves the learner in the process
of discovering new ideas. Information is usually better
retained if the learner is actively involved, rather than
passively listening such as in a lecture.®> Pharmaceutical
representatives will attempt to provide active learning
by asking questions (“Doctor, what is your approach to
the treatment of hypertension?”). In this process, desir-
able attitudes can be reinforced and those less accept-
able (to the representative) can be specifically targeted
for change."?

Reinforcement and Reminders

All of the techniques mentioned so far have been
designed to first change our minds and then change our
prescribing habits. The job is not over, though, once this

goal has been met. The next phase is to make this change
permanent.

Repetition of a message aids in learning as well as
in reinforcing what has been learned.?®° Continuous pro-
cessing by our brains of a drug name can be encouraged
by plastering this name all over our work spaces via
pens, paper pads, and other trinkets. Advertisements catch
our eyes as we page through a journal looking for an
article, and a drug name is again processed, keeping it
in the foreground of memory. Pharmaceutical represen-
tatives make frequent calls to physicians already pre-
scribing their drugs to maintain this prescribing habit.

Continuous repetition can bore the message into
our minds without our realizing how it was placed there.
For this reason we have not used brand names in our
examples so that we do not promote medications and
provide free pharmaceutical advertisement while using
them to illustrate our point. After all, it is possible that
readers may forget our message and be left only with
the brand names embedded in their memories.

Creating and Relieving “Cognitive Dissonance”

Uncertainty accompanies every decision we make.
Cognitive dissonance is the discomfort that causes us to
ask ourselves, “Did I make the right decision?” Adver-
tising efforts can serve to create or relieve this cognitive
dissonance. For example, the introduction of a new agent
similar to existing drugs, the so-called “me-too” drug,
may produce cognitive dissonance in prescribers who
begin prescribing the new medication. The decision to
change to the new agent requires a conscious departure
from existing, perhaps comfortable prescribing habits.

‘Marketing efforts are thus aimed at the new prescriber

with the message that it’s okay to use the latest agent
(“Oh yes, many doctors I call on are prescribing my
drug”) to help to relieve uncertainty about a new drug.

NOW WHAT?

The title of this article—“Separating the Wheat from
the Chaff”—implies we can obtain useful information
from the pharmaceutical representative while ignoring
the emotional appeals, puffery, and hyperbole. However,
the ability to identify nonrational appeals does not en-
sure the rationality of our behavior.?! In other words,
knowing what is or isn’t logical and acting logically are
two different things entirely.

Though the advertising community is firmly con-
vinced of the value of the emotional appeal, this idea is
largely rejected by its victims. The common belief is that
we can receive gifts, be fed and entertained, listen to
persuasive messages, read advertisements, and attend
symposia without being influenced. A letter to the editor
on the subject illustrates this thought: “To believe and
avow that we are influenced by as little as a ‘non-too-
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sturdy medical bag’ and a ‘dinner at Anthony’s Pier 4’
presupposes a lack of judgment on our part.”*? The key
word in this statement is “judgment”—the idea that we
can overrule a visceral response with our intellectual
might. Individuals unaware of advertising, or those who
believe that they are not influenced, are most vulnera-
ble.!

Can we separate the wheat from the chaff? Can we,
once we have identified a nonrational appeal, turn off
that part of our minds that is ready to absorb the infor-
mation? Advertising theory holds that advertising works
exactly because we don’t pay much attention to it; that
without our noticing, the message is assimilated and
stored, ready to be used at the appropriate time.'-2*
Many, however, insist that with proper training one can
do this. We have presented the concept of logical fal-
lacies with this aim in mind.

The blame for the use of fallacies of logic does not
lie solely with the pharmaceutical industry. It is very
easy to be lulled into lazy thinking. To obtain the infor-
mation desired without succumbing to the other tactics
requires that a somewhat offensive posture be taken
regarding interactions with drug promotional activities.
Advertisements, pharmaceutical representatives, and other
promotional activities may not have to be avoided or
shunned. Instead, an active, rather than passive ap-
proach must be taken. We must guard against extrapo-
lating from disease-oriented evidence —blood or tissue
levels, in-vitro effectiveness, and so on-—to patient-ori-
ented evidence.??

Put your pharmaceutical representatives to work
for you. Use them to obtain hard facts about their drugs,
as well as to obtain relatively obscure information from
their drug information departments. Give them feedback
on their presentations to improve future exchanges. Ad-
vertisements can be skeptically read and the evidence
critically evaluated. Speakers at continuing medical ed-
ucation conferences can be questioned when their pre-
sentations seem to stray from scientifically derived in-
formation toward the anecdotal or biased.

Outside of encounters with pharmaceutical repre-
sentatives, many less biased sources can be used to sup-
port or refute the claims made. Drug bulletins (e.g., The
Medical Letter) provide useful, balanced overviews.
Critical appraisal techniques can be used to evaluate the
medical literature.?®> Colleagues can collectively evalu-
ate new information at group practice “P&T"” (pharmacy
and therapeutics) meetings and arrive at practice poli-
cies that serve to guide their use of drugs.?¢

We cannot look to the FDA for protection from
misleading advertising. Though they have jurisdiction,
the FDA does not have time to review or approve all
promotional materials before they are used by drug man-
ufacturers.?” And there is almost no way that the agency

can prevent a pharmaceutical representative from ex-

aggerating a claim. The current Commissioner of the
FDA has acknowledged that an “... enormous potential

exists for misleading advertisements to reach the phy-
sician and influence prescribing decisions.” 27

We must accept the reality that all of us respond
to advertising in a manner beneficial to the advertiser.
No one is immune to this manipulation. Those who do
not acknowledge this reality are the most likely to be
influenced because their defenses are down. The much-
maligned pharmaceutical industry methods of promo-
tion can provide useful and accurate information, but it
must be remembered, at all times, that providing infor-
mation is a secondary goal. The primary goal, of course,
is to promote the sale of their product.

The best defense the physician can muster against (mis-
leading) advertising is a healthy skepticism and a wiil-
ingness . .. to do his homework. He must cultivate a flair
for spotting the logical loophole, the invalid clinical trial,
the unreliable or meaningless testimonial, the unneeded
improvement and the unlikely claim. Above all, he must
develop greater resistance to the lure of the fashionable
and the new.?®

Pierre Garai
Pharmaceutical advertising executive
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