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Viagra™ and the emergency physician

Emergency physicians are far too
virile and studly to worry about

Viagra™. Or so I thought. Like many
others, my first response to Viagra™

was a chuckle. Then I noticed an
explosion of seminars, conferences,
articles and lectures on erectile dys-
function (it’s amazing how a new drug
spawns CME events). My amusement

turned to dismay when the new ED
Viagra™ Policy was rolled out at a
recent group meeting. The policy
states that emergency physicians
should not ingest Viagra™ within 12
hours of working a shift, and that . . .

Okay, I’m lying. The new Viagra™

policy says, and I quote: “There are
several reported deaths from refracto-
ry hypotension with concomitant use
of Viagra™ and nitroglycerine. Effec-
tive immediately, every patient must
be asked whether they are taking
Viagra™ before they are given nitro-
glycerine or nitroprusside. Any

patient who has taken Viagra™ within
24 hours of their ED visit must not be
given nitroglycerine. This policy will
be in effect until further data is avail-
able on the safety and timing of nitrate
use in patients who are on Viagra™.”

I found this extremely upsetting.
Now I’ll have to remember 2 ques-
tions: “When was your last Viagra™?”
and “Have you had a tetanus shot
within 10 years?” Moreover, it will
mean a significant change in the way
we treat patients with chest pain (I
wonder if it’s more harmful or less
harmful to just give the nitroglycer-
ine). I hope Pfizer is doing some
research on this topic, or else Viagra™

will turn into a major long-term
headache for ED physicians and car-
diac patients alike.

Have you instituted your Viagra™

policy yet?

Grant Innes, MD
St. Paul’s Hospital
Vancouver, BC
ginnes@interchange.ubc.ca
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CAEP’s first  “CME in the Sun” event occurred last
November at the Elbow Beach resort in beautiful
Bermuda. It was a first for CAEP and it represents a
new alternative in high quality CME for CAEP mem-
bers. The program consisted of the Arrhythmia and
Bugs roadshows, with extra “Meet the professor” ses-
sions featuring interactive case reviews. Registrants
came from across Canada, hailing from points as
diverse as Labrador City and Qualicum, BC.

The registrants were mostly experienced practition-
ers, and with the small group format the quality of the
interactive sessions was very high. All participants felt
the course was very worthwhile and preferred this for-

mat to the large lectures they were accustomed to.
The Bermudan experience was tremendous. A dinner

was held at the Aquarium, and a diver entertained the
children with stories about the sea life around him. We
savoured the beaches and night life, and learned a great
deal about the island drink, the “Dark and Stormy.”

CAEP will incorporate “CME in the Sun” as a part
of our regular CME planning, and the process had a
great beginning in Bermuda!

Doug Sinclair, MD
Dalhousie University
Halifax, NS

“Any patient who has taken Viagra™

within 24 hours of their ED visit 
must not be given nitroglycerine.” 

CME in the Sun: Bermuda



Last month I saw an elderly gentle-
man who woke up hemiplegic.

The paramedics rushed him to our ED
and, for reasons I can’t remember, I
managed to see him within 5 minutes
of his arrival, even before the nurses
had taken his vital signs. But as I was
introducing myself, his wife rushed to
the bedside, breathless, and demanded
to know whether we had given him
“the clot busting drug” yet. When I
answered in the negative, she reddened
angrily. “Well why are you dawdling?”
she snapped. (This is a true story.)

I spent 10 minutes explaining why
her husband was not a candidate for
thrombolysis. Despite my efforts she
was far from satisfied. She was not
aware that tPA could cause brain hem-
orrhages and she thought I must be
mistaken. “Surely they wouldn’t treat
strokes with a drug that causes
strokes,” she muttered.

Pharmaceutical companies adver-
tise heavily in US lay magazines, and
this marketing movement is coming to
Canada. It won’t be long before our
patients arrive brandishing copies of

Harpers, Cosmo, or Dog and Kennel,
demanding the latest miracle drug.

It will go something like this.
You approach your well-appearing

patient with a prescription you’ve writ-
ten for erythromycin. “I’ve looked at
your x-ray, Mr. Pflug,” you say. “You
have community-acquired pneumonia.”

Pflug eyes you suspiciously. “My
doctor told me it’s ‘walking’ pneu-
monia.”

“You’ve seen your doctor?” You
frown. “Why didn’t you tell me?”

“He gave me this.” Pflug removes a
crumpled prescription from his pock-
et and tosses it on the bed.
“Erythromycin!” he snorts derisively.
“He doesn’t know what he’s doing.”

“Erythromycin is good,” you say.
“It—”

“I want the best!” He pulls out a
copy of Architectural Digest and
points to the ad on the back. “I want
Supermegacillin.”

The ad is full-page colour, showing
a weathered but obscenely healthy 80-
year-old planting a flag on the summit
of Everest. There’s brilliant sunshine,
an iridescent sky, and several beautiful
female mountaineers gazing adoring-
ly at the old man. The flag he’s just
planted has a picture of a teal-coloured
tablet labelled ‘Supermegacillin.’ The
bold black text at the bottom of the ad
exclaims: “SUPERMEGACILLIN!
50% BETTER IN PATIENTS WITH
PNEUMONIA!”

“But Mr. Pflug,” you say. “This is
just an ad.”

“They wouldn’t lie.”
“I read the study,” you explain, “and

50% doesn’t refer to the cure rate.
They did multiple comparisons and
reported the only outcome that looked
better with their drug. 50% refers to
the proportion of people who still had
coloured sputum on day 5.”

“50% is 50%,” he says, becoming
testy.

“It wasn’t even an absolute reduc-

tion. It was a relative reduction, from
2% to 1%. And the confidence inter-
vals overlap. It’s not even statistically
significant.”

“You’re as bad as my doctor.” Pflug
is getting angry.

“And worse!” you mutter. “The
50% comes from a subgroup analysis;
the benefit was limited to unemployed
male Norwegians under 60 inches tall
who presented on Tuesdays with tem-
peratures between 38.6 and 39.1
degrees. They were data dredging.”

“Dredging schmedging,” he curses.
“I want Supermegacillin!”

“It costs 10 times as much.”
“My insurance pays.”
You throw your arms up. “More

people died in the Supermegacillin
group.”

Pflug ponders you sadly and sighs.
“Don’t you doctors read? This was
published in Motor Trend too. And on
the Web.” With this, he jumps to his
feet and storms out of the department.
“I’m going to a specialist.”

Most physicians have a hard time
critically appraising scientific litera-
ture, and patients don’t have a chance.
Unless your patients are primarily epi-
demiologists, they’ll want the drug
with the sexiest ad regardless of your
explanations about multiple compar-
isons, unblinded outcome determina-
tion, retrospective subgroup analysis,
and clinical versus statistical signifi-
cance. More than ever, marketing, not
evidence, will determine what care is
delivered.

Drug marketing in lay magazines is
a very questionable practice.

Grant Innes, MD
St. Paul’s Hospital
Vancouver, BC
ginnes@interchange.ubc.ca
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Pharmaceutical advertising in magazines

Most physicians have a hard time 
critically appraising scientific literature, 

and patients don’t have a chance. 


