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Date

MINUTES OF THE SENATE COMMITTEE ON PUBLIC HEALTH AND WELFARE.

The meeting was called to order by Chairperson Sandy Praeger at 10:00 a.m. on March 20, 2000 in Room
526-S of the Capitol.

All members were present except:

Committee staff present:
Lisa Montgomery, Revisor of Statutes
Hank Avila, Legislative Research Department
JoAnn Bunten, Committee Secretary

Conferees appearing before the committee:

Eric Jager, nominee for member of University of Kansas Hospital Authority
Charlie Sunderland, nominee for member of University of Kansas Hospital Authority

Others attending: See attached list
Confirmation Hearings

Eric Jager, having been nominated by the governor for membership on the University of Kansas Hospital
Authority, presented testimony to the Committee at the confirmation hearing on his background and interest
in the KUMC. Mr. Jager noted that this appointment is of particular interest to him because of the challenge
the entire health care arena is facing and the rapidly evolving structure of the health care industry.
(Attachment 1

Charlie Sunderland, having been nominated by the governor for membership on the University of Kansas
Hospital Authority, presented testimony to the Committee at the confirmation hearing on his background and
interest in good health care. He noted that the process of health care delivery in this country is amajor interest
to him as an employer responsible for health care coverage for nearly 3000 active employees and their 5000
dependents. (Attachment 2)

During Committee discussion it was agreed that the two nominees had excellent business backgrounds and
vital interests in keeping the KUMC a teaching hospital in the inner city, promoting Kansas City as a center
for medical research, and strengthening communications with area hospitals in order to meet the challenges
of a rapidly changing health care industry.

Senator I.angworthy made a motion that the Committee recommend Eric Jager and Charlie Sunderland to the

full Senate as nominees for membership on the University of Kansas Hospital Authority. seconded by Senator
Becker. The motion carried.

Committee Discussion

The Chair noted that she would consult with Larry Buening, Executive Director, Kansas Board of Healing
Arts, and have him clarify and define the limited scope of practice of naturopathy. It was suggested by a
member of the Committee that there needed to be alternative medicines available for use by the general
population, and another member suggested the issue of naturopathy be reviewed and studied by NCSL.
Information on “The Placebo - A sugar pill for the mildly depressed” was distributed to the Committee.
(Attachment 3

Adjournment
The meeting was adjourned at 11:00 a.m.

The next meeting is scheduled for March 21, 2000.

Unless specifically noted, the individual remarks recorded herein have not been transcribed verbatim. Individual remarks as reported herein have not been submitted
to the individuals appearing before the committee for editing or corrections. Page 1
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ERIC THOR JAGER

I am honored to be appearing before the Senate committee and I am very pleased to
be appointed by the Governor to serve on the University of Kansas Hospital Authority
Board. T am a graduate of Harvard University and have a master’s degree in Business
Administration from Southern Methodist University. Previously I served as Senior
Vice President for an investment banking firm in Dallas with responsibility in
investment banking, venture capital, and investment management and analysis. I
formerly served as the Chairman of the Board of the Shawnee Mission Educational
Foundation, and I recently completed my term on the Johnson County Business Tech
Center. I am privileged to have served on the Kansas Inc. Board during the years
1987 — 1994. I grew up in Wichita, Kansas and have lived in Johnson County since
1983. I am married and have two sons.

I am employed at Bartlett and Company and serve as Executive Vice President with
direct responsibility for evaluating alternate investment opportunities for the
company. Bartlett is a large privately held agri-business company with three
divisions. Bartlett and Company’s grain division is comprised of 20 elevators and
facilities in six states throughout the Midwest and Southwest. The primary
commodities we merchandise, handle and store are wheat, corn, soybeans and milo.
Bartlett’s Milling Division, headquartered in Kansas City, Missouri, is comprised of
flourmills, feed mills and feed supply stores located in Kansas, North Carolina and
South Carolina. Bartlett and Company’s Cattle Division is one of the twenty largest
cattle feeders in this country, headquartered in Canyon, Texas.

The appointment is of particular interest to me because of the challenge the entire
healthcare arena is facing and the rapidly evolving structure of this industry.
Additionally, my grandfather, Thor Jager, was one of the pioneer physicians in
Wichita and had close connections with the University of Kansas School of Medicine.
He had an extensive library of books on the history of medicine, which were sought
by a number of universities. He ultimately left this library to the University of
Kansas, where it currently resides today.
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HOME
ADDRESS:

WORK
ADDRESS:

PERSONAL.:

EDUCATION:

PROFESSIONAL
HIGHLIGHTS:

1983 to Present

1969 - 1983

CORPORATE
DIRECTORSHIPS:

ERIC THOR JAGER

3201 West 69th Street
Mission Hills, KS 66208
(913)362-5666

Bartlett and Company
4800 Main Street
Kansas City, MO 64112
(816)753-6300

Born June, 1943; raised in Wichita, Kansas
Married and father of two sons: Niles (18) and Paul (14)

HARVARD UNIVERSITY, Boston, MA (1961 - 1965)
e Received B.A. in History

SOUTHERN METHODIST UNIVERSITY, Dallas, TX (1966 -
1968)

e Received MBA in Finance

* Achieved Chartered Financial Analyst Designation

BARTLETT & COMPANY, EXECUTIVE VICE PRESIDENT -

INVESTMENTS

President of Windcrest Investment Management -

= A division of Bartlett & Company involved in Diversified
Portfolio Management activities

EPPLER, GUERIN & TURNER, Dallas, TX - Senior Vice
President, Investment Analyst, Director of Investment
Research

¢ As member of Executive Committee, involved in top

management of regional investment banking firm in Dallas,
Texas, as well as Director of the overall investment function

Nygaard Corporation
Bartlett Futures
Scout Mutual Funds

-
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e Scout Bond Fund

e Scout Money Market Fund

e Scout Regional Fund

e Scout Stock Fund

e Scout Tax-Free Money Market Fund
e Scout World Wide Fund

COMMUNITY ACTIVITIES

1990 - 1998

1986 - 1994

1995 - Present

1992 - 1998

1994 - 1995

1991 - 1995

SHAWNEE MISSION EDUCATION FOUNDATION

Director and Chairman

* The primary purpose is o create a permanent
endowment that provides resources beyond tax funding to
stimulate excellence in the Shawnee Mission School District.

KANSAS INC., (STATE ECONOMIC DEVELOPMENT
COMMISSION)
Director & CO-Chairman

¢ Served as Director as well as elected CO-Chairman

JOHNSON COUNTY BUSINESS TECH CENTER

Director

* Provides cost competitive facilities, administrative support
services, and product development, financial, and marketing
services to early stage businesses in Johnson County, Kansas

TECH - INDUSTRY CONSULTANTS

Director

» Provides technical and other types of business assistance
to companies and entrepreneurs in the local area.

HARVARD - RADCLIFFE CLUB OF KANSAS CITY

President

¢ Also Former Regional Chairman of Associated Harvard
Alumni

CHILDREN’S CENTER FOR THE VISUALLY IMPAIRED
Director
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1994 - Present

1986 - 1994

1998 - Present

SOCIAL

MEMBERSHIPS:

L

L Ac e

MISSION HILLS, KANSAS REPUBLICAN CITY CHAIRMAN

KANSAS STATE HISTORICAL SOCIETY

Director

NELSON-ATKINS MUSEUM QOF ART

Society of Fellows Council

¢ Kansas City Country Club
= The River Club (Director)
e Harvard Club of New York City
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Statement of background and interests regarding
The University of Kansas Hospital Authority
By Charles T Sunderland

First of all I would like to thank the committee for their flexibility in scheduling this
meeting today, I hope this has not been a major inconvenience as I was unable to be here
on March 9%

I have been asked to give a brief background statement related to my willingness to serve
on the University of Kansas Hospital Authority, and will certainly be happy to answer
questions from the committee at any time.

I have been employed by the Ash Grove Cement Company for twenty years. Ash Grove,
headquartered in Overland Park is a closely held company controlled by my family. My
younger brother and I are the fourth generation of our family to work in the business.
Ash Grove is currently the fourth largest producer of Portland Cement in the United
States with ten major plant sites throughout the Midwest and Pacific Northwest. We are
currently under construction with a major renovation of our cement plant in Chanute,
Kansas, a plant originally built by my great grandfather in 1906. Through our cement
operations and related companies we have just under 3000 active employees.

My career path through the company has been primarily in the financial and
administrative functions. My current title with the Cement Company is Vice President of
Administration. This includes daily responsibility for Human Resource functions, Risk
Management, Real Estate development at our Cedar Creek project in Olathe and various
other duties that fall under the wide umbrella of administrative functions of a major
industrial company. As a Director of Ash Grove and President of the holding company
controlling Ash Grove I spend considerable time on the strategic positioning of the
company in our rapidly consolidating industry, as well as evaluating capital deployments
and financing structures of the company.

The process of health care delivery in this country is a major interest of mine, as an
employer responsible for health care coverage for nearly 3000 active employees and their
5000 dependents. Since the 1970°s we have funded our health coverages through our
own employee health care trust. The plan design, claim adjudication and processing were
all handled in house through our human resource department. In effect we ran our own
health insurance company to cover our employees. As our health costs have escalated we
have recently engaged Blue Cross Blue Shield as a third party administrator to handle our
claims in a Preferred Provider Network, with the hope of cutting procurement costs while
providing the same level of benefits to our employees.

My previous experience on a hospital board began in the mid nineties when I accepted a
seat on the Board of the Overland Park Regional Medical Center, which at the time was
an investor owned hospital. At the beginning of my second term I served as Moderator
of the Board until the corporate owner of the hospital elected to lease the facility to the

Senate Public Health & Welf:
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Health Midwest Hospital system and dissolve the existing Board of Trustees. During my
tenure on the O.P.R.M.C. Board I was fortunate to represent the Board through two
reviews by the Joint Commission on Accreditation of Hospitals. This Board tenure
proved to be a valuable learning experience in healthcare administration, as the Board
reviewed the hospital’s financial performance, marketing plans, the credentialling of
doctors and other critical functions of management.

As a result of serving on the O.P.R.M.C. Board, I was invited to participate in a program
sponsored by the Medical Society of Johnson County that allowed me to accompany five
different doctors each for an entire day of their professional duties. This ranged from
office visits with a surgeon, to a shift in an emergency room, to being elbow to elbow
with heart surgeons as they replaced an aortic valve. In all cases I was fortunate to be able
to hear the current state of the healthcare profession from a physician’s perspective.

I have tried here to briefly highlight my experiences most relevant to service on the
University of Kansas Hospital Authority. I am in the fortunate position of being able to
commit about a quarter of my time to community organizations and am confident I can
commit the time necessary to serve effectively.

Our healthcare system is the best in the world, but it is currently at a critical juncture in
coping with a number of complex issues. If I can bring my perspective and experience to
bear in helping the University of Kansas Hospital Authority successfuily navigate the
rapidly changing healthcare industry, I welcome the opportunity.

23



BIOGRAPHY

CHARLIE SUNDERLAND
BIRTHDATE: April 16, 1956
WIFE: Laurie
CHILDREN: Thomas, Grant, and Emery
GRADUATE: Barstow School, Kansas City, Missouri (1974)

GRADUATE: Trinity University, San Antonio, Texas (1978) Degree in Psychology and
Minor in Business

CURRENT PROFESSIONAL AND CIVIC POSITIONS AS OF JANUARY 2000:
Ash Grove Cement Company — Vice President of Administration and Director
Cedar Creek Properties, Inc. - President
The Vinton Corporation - President
The Sunderland Foundation - Vice President and Trustee
Western National Bank - Director
Kansas City Art Institute - Trustee
Johnson County Community College Foundation - Trustee
United Community Services of Johnson County — Trustee, Vice President
Greater Kansas City Sports Commission - Member
Kansas City Area Development Council, Executive Committee — Member
K-10 Association, Inc., Executive Committee — Member
Community Foundation of Johnson County - Director
Shadow Glen Golf Club — Member
Blue Hills Country Club - Member

Volunteer — Coach various youth athletic teams



PAST PROFESSIONAL AND CIVIC POSITIONS:

Baker University — Trustee, two terms

The Barstow School — Trustee, two terms
Hidden Glens Arts Festival — Director
Shadow Glen Golf Club — President, six years
K-10 Association, Inc. — President

Bank IV Kansas, N.A. — Director

1984 - 1992

1985 - 1991

1994 - 1998

1988 - 1994

1996

1990 - 1996

Columbia Overland Park Regional Medical Center — Trustee, Moderator of the Board 1995 - 1998

Corporate Woods State Bank — Director

Charles T. Sunderland, Vice President — Administration

1987 - 1990

Mr. Sunderland has been with Ash Grove since 1980. Prior to his position as Vice President of
Administration, he has served as Vice President of Corporate Development and as Secretary & Risk
Manager. Mr. Sunderland received his degree in Psychology from Trinity University, San Antonio, Texas,
as well as a minor degree in Business. Mr. Sunderland is also the President of Cedar Creek Properties,
Inc., a wholly owned subsidiary of Ash Grove. Mr. Sunderland is on the Board of Trustees for the
following: The Sunderland Foundation, Kansas City Art Institute, United Community Services of Johnson
County, Kansas City Area Development Council and Johnson County Community College Foundation.
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the summer of 1994,a surgeo narnd]BruM seley 7
found himself e;ééged in én elaborate form offmake-believe.

Moseley had 10 patients scheduled for an operation



intended to relieve the arthritis pain in their knees. The patients were men —

most of them middle-aged, all tormer mil itary guys — and they weren't ready to consign themselves to ck-
ing chair yet. So they had decided to take a risk and volunteer fc. .audy
that must have sounded, when Moseley first told them about i, rather
peculiar. All 10 would be wheeled into an operating room at the Hous-
ton Veterans Affairs Medical Center, draped, examined and anesthe-
tized. All 10 would be dispatched to the recovery room and sent home
from the hospital by the next morning equipped with crutches and a
painkiller. But there the similarities ended. For while two of the men
would undergo the standard arthroscopic surgery for their condition —
the scraping and rinsing of the knee joint — and three would have the
rinsing alone, five would have no recognized surgical procedure at all.
Their surgery would be a placebo, an exercise in just pretend. .
Moseley would stab the placebo patients’ knees three times with a
scalpel — to make it feel and look real, there had to be incisions and lat-

er, scars — but that was it. And he couldn’t break character. If he knew
in advance which kind of surgery he was to perform, he might somehow
give it away, so it wasn't until he entered the gleaming O.R., scrubbed
and in his greens, that he opened an envelope telling him whether he
was doing a real procedure or a fake one that time. Only the anesthetist
and the nurse assisting him were in on the secret.
In some ways, Bruce Moseley was an unlikely actor for such a role. As
a surgeon and a team physician for the Houston Rockets, he wasn’t the
kind of doctor given to woolly introspection about the Mind-Body
Problem. He was simply skeptical about the specific benefit of arthro-
scopic surgery for arthritis of the knee and wanted to test its efficacy.
Then Moseley started talking with a doctor named Nelda Wray who hac
been put in charge of health care research at the Houston VA., and she
" asked him a startling question: How did he know that whatever benefi:
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came from this surgery wasn’t a product of the placebq gffect — that is,
that those who improved did so not because the operation actually
healed the knee joint but because they expected it would? -

“[ said: ‘It can’t be,” Moseley recalls. “This is strgery.we’re talking
about.” And she said: “You're all wrong. The bigger afig:more dramatic
the patient perceives the intervention to be, the biggeMghe placebo ef-
fect. Big pills have more than small pills, injections have Mgre than pills
and surgery has the most of all.”” : &5

Moseley was intrigued, but before he could begin his study¥g ha
be approved by the institutional review board at Baylor and by ®e hu-.
man-studies committee at the V.A. “My first reaction was whatgy-
body’s would be,” says Baruch Brody, an ethicist who consulted wit!
the committees. “I said: ‘You’re going to do what? Cut people up, pre-
tending to do surgery when you’re not?’ ” But Brody, like the rest of the
reviewers, eventually came around to the idea. Arthroscopic knee sur-
gery typically requires general anesthesia, which carries risks; the pla-

sponded just as favorably to a placebo, W i eontinae with arthroscopy?
< The placebo worked. Six months a&e?“éﬁ’g’élﬁ;;me 10 patients still
-didn’t know whether they had been faked out or not. But all of them re-
:ported much less pain. None were unhappy with the outcorne of the
“operation. This was a pilot study — far too small to offer any definitive
-coniclusions about the efficacy of arthroscopic surgery for osteoarthri-
Ttis. But iz was stiggestive enough to set Moseley and Wray on an expand-
;ed Version of the same research design — this time with 180 patients —
forwhich they expect to have the results next October.
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Fvester Colligan, a 76-year-old World War IT veteran from Beau-
ont, Tex., was assigned to the placebo group in Moseley and Wray’s
expanded study. Colligan’s right knee had been giving him trouble for
five years when a doctor at his local clinic told him he probably had ar-
I:l?nns a.nd_suggested he talk to Moseley. “I was very impressed with
him, especmlly_ when I heard he was. the team doctor with the Rock-
ets,” says Colligan, a courteous, soft-spoken retiree who worked: for
the local Coca-Cola bottling plant, first as an assistant to the driver of

a delivery truck and eventually as an account manager. “So, sure, I
went ahead and signed up for this new thing he was doing.” Colligan
doesn’t sound all that at ease with the term placebo, but he does know
his surgery consisted of only shallow incisions. More important, he
knows that he has no pain in his knee now and that he can mow his
vard again and walk wherever he wants. “The surgery was two years
ago and the knee never has bothered me since,” he says. “It’s just like
my other knee now. I give a whole lot of credit to Dr. Moseley. When-
ever I see him on the TV during a basketball game, I call the wife in
and say, ‘Hey, there’s the doctor that fixed my knee!’”

That operating-room fakery should exert a therapeutic effect on a pa-
tient is a remarkable notion. And yet it may be that the symbolic arma-
ture of surgery — the shedding of blood, the cultural prestige of sur-
geons, even the scars that call to mind a dramatic act of healing — is it-
self a powerful force in recovery. It may be that “placebo surgery” isn’t
such an oxymoron after all.

Forty years ago, a young Seattle cardiologist named Leonard Cobb
conducted a unique trial of a procedure then commonly used for angina,
in which doctors made small incisions in the chest and tied knots in two
arteries to try to increase blood flow to the heart. It was a popular tech-
nique — 90 percent of patients reported that it helped — but when
Cobb compared it with placebo surgery in which he made incisions hut

did not tie off the arteries, the sham operations proved just as success-
ful. The procedure, known as internal mammary ligation, was soon
abandoned. Over the next decades, the whole idea of placebo surgery
fell out of favor with ethicists and patient advocates. If placebo surgery
didn’t violate the Hippocratic edict “First, do no harm,” what did?
Now, though, that taboo is fading, and Moseley and Wray are not the
only ones arguing that new surgical techniques, like new medicines,

ought to be tested with placebo controls. Doctors investigating a new
technique for treating Parkinson’s disease, for example, incorporated a

placebo control group — patients who had holes drilled in their skulls to
simulate the real procedure, in which fetal cells are implanted in the brain

— into a widely publicized study released last April. The study showed a

significant placebo effect, though the motor ability of the patients who
actually got the fetal implants improved even more. “This is just the be-
ginning,” Dr. C. Warren Olanow, chairman of neurology at Mount Sinai

School of Medicine, told Time magazine. “Tomorrow, if you have a new

procedure, you will have to do a double-blind placebo trial.”

Some doctors argue, with reason, that the new enthusiasm for pla-
cebo surgery is driven by hospital bean counters and insurers who
want hard evidence that an expensive procedure works before they’ll
pay for it. And yet, with all due respect for medical economics, that
can’t be the only explanation. If placebo surgery makes sense, it makes
sense because of the growing body of evidence for the strength of the
placebo effect in general. Maybe pretend operations are just the most
sensational proof of a diffuse phenomenon that has never quite been
explained, but that, as the historian of science Anne Harrington has
written, continues to “haunt our house of biomedical objectivity.”
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The truth is that the placebo effect is huge — anywhere berween 35
and 75 percent of patients benefit from taking a dummy pill in studies
of new drugs — so huge, in fact, that it should probably be put to con-
scious use in clinical practice, even if we do not entirely understand how
it works. For centunies, Western medicine consisted of almost nothing
but the placebo effect. The patient who got better after a bleeding — or

adose of fox lung, wood lice, tartar emetic or any of the other chai iz -

o
staples of the 19th-century pharmacopoeia — got betrer either in spite

of them or because of their symbolic value. Such patients believed in the
cure and in the authority of the bewigged gentlemen administering it,
and the belief gave them hope and the hope helped make them well.
There were exceptions — remedies, like quinine for malaria, the vaccine
for smallpox and morphine for pain relief, that actually worked. But
generally speaking, if all the drugs of the day “could be sunk to the bot-
tom of the sea,” as Oliver Wendell Holmes observed in 1860, “it would
be all the better for mankind — and all the worse for the fishes.”

In the postwar era, with the triumph of the biomedical model and
the proliferation of drugs and techniques thar did successfully extend
life, many doctors would just as soon have forgotten about the pla-
cebo effect altogether. They now had proven remedies and methods:
antibiotics for infection; dazzling surgical techniques like heart and
liver transplantation; sophisticated diagnostic tools like magnetic res-

onance imaging. In fact, medical science has improved so much and so
fast in the last 40 years that it is easy, perhaps, for doctors to neglect
the part of medicine that is not science at all. The ready and lavish dis-
play of sympathy, the laying on of hands, the projection of a slightly
mystical authority — these are now more often the province of alter-
native medical practitioners, who have no compunction about ma-
nipulating them. In a recent edition of a British medical journal, a gen-
eral practitioner wondered whether he ought to give an 86-year-old
patient a pharmacologically useless “tonic” she had requested in fond
remembrance of the ones her old doctor had given her. “I don’t use
tonics routinely anymore,” he wrote, “but perhaps I should: they are
pharmacologically pretty harmless and cheap to0 boot. Homeopathy,
herbs and talkative middle-aged ladies who squeeze your feet have re-
placed them, but because I do not offer these alternative medicines,
my patients go elsewhere for their magic, hope and comfort.”

But what if doctors firmly in the fold of evidence-based medicine
were not so circumspect about offering magic, hope and comfort?
What if they did resort more often to tonics or their equivalent — to
the old-fashioned squeezing of the hand and the slightly unrealistic
imparting of hope that is now frowned upon as a bit too authoritarian
and paternalistic? What if they started thinking of placebos as a way of
bridging the gap between the magnificent but sometimes cold effi-
ciency of modern American medicine and the unproven but evidently
comforting remedies prescribed by homeopaths and herbalists? After
all, more and more people seem to be drawn to alternative medical
therapies — half of all Americans say they have tried them — despite a
distinct lack of empirical proof for their effectiveness. Yet people may

actually harm themselves if they down the latest untested herbal pana-
cea, while if they take an inert substance (or get a cheering speech)
given by a conventional physician, they will do no worse and they
stand a good statistical chance of doing better. There is something to
be said, surely, for a little benign deception.

77



HOUGH A FEW DOCTORS ARE STARTING TO ARGUE
for a more conscious use of the placebo effect, even
for the deliberate prescribing of dummy pills, this is
not an easy case to make. Placebos have long slunk
around with a reputation as nuisances — necessary,
but annoying. Most of us know them as the pharmacologically inert
drugs given to some of the subjects in so-called double-blind studies of
new drugs, in which neither the subjects nor the researcher know who is
getting what. If as many subjects improve by taking the placebo as do
by taking the active drug, then the active drug is thought to be a bust. It
happens all the time, even to highly touted new medications. Last sum-
mer, the share price of a British biotech company called Peptide Thera-
peutics dropped 33 percent after it revealed that its new allergy vaccine

was only as effective as a placebo. During the trials on food-allergy pa-
tients, a company spokesman had reported delightedly, 75 percent had
improved to the point where they could tolerate foods they’d never
been able to before. But when the control group data came in, so, awk-
wardly enough, had 75 percent of the subjects taking inert tablets. Last
year, the pharmaceutical company Merck announced that it was halting
development of MK-869, a new antidepressant it had been promoting
for months as a blockbuster drug on the scale of Prozac. Alas, the dum-
my pills worked just as well. And in a recent study on VEGEF, a geneti-
cally engineered heart drug announced with much fanfare by its manu-
facturer, Genentech, the placebo actually performed better. Two months
after their treatments, patients who had gotten low doses of VEGF
could walk 26 seconds longer on a treadmill, those who had gotten high
doses could walk 32 seconds longer and those who had gotten a placebo
could walk — go figure — 42 seconds longer.

Of course, patients are often far from pleased to hear how well
their placebos have worked. “Once we did a PMS study where we
treated people for a month with placebo and then told people who'd
responded what they’d been on,” says Karen Weihs, a clinical psychi-
atrist at George Washington University. “And as it turns out, it’s a
very difficult thing to confront somebody with. Some people feel in-
sulted, or silly. You're telling them it’s all in their mind. We try to
frame it positively — your symptoms aren’t so severe that you need
medication; your mind has other ways of making you feel better. But
that doesn’t always help.”

As if all this weren’t stigma enough, there’s the history of the pla-
cebo to taint it, too. The very word, Latin for “I shall please,” carries a

faintly unwholesome connotation. It’s the first utterance you hear in
the Catholic Vespers for the Dead, and in the Middle Ages, it referred,
unflatteringly, to professional mourners who sang at funeral masses —
toadies, sycophants. A medical dictionary of 1811 defined a placebo as
something “given more to please than to benefit the patient.” Pla-
cebos were the sugar pills, the drops of colored water, the “tonics”
dispensed to placate querulous or malingering patients. In the 19th
and well into the 20th century doctors may have handed them out “by
the bushels,” as the eminent American physician Richard Cabot once
admitted he did, but they also regarded them with some embarrass-
ment. Placebos smacked of deception and quackery, and what’s worse,
upended the logic of Western medicine. “We all trust our sensation as
a reflection of objective reality, and yet the placebo changes the sensa-
tion without affecting the objective reality,” lamented Patrick D. Wall,
a pain specialist. (This was in an essay with the pithy title “The Pla-
cebo Effect: An Unpopular Topic.”)
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Meanwhile, alternative-medicine types, who might be expected to
think a little more loosely about such matters — and to acknowledge a
role for psychological states in physical healing — are generally too
wary of seeing their methods dismissed as “mere” placebos to take
much positive interest in the placebo effect itself. Dr. Howard Brody,
a professor of medicine 2t Michigan State University who is the au-
thor of a coming book on placebos, tells a story of two Korean acu-
puncturists who met at a conference of alternative practitioners and
chatted amicably until they discovered that each practiced a slightly
different form of acupuncture. They then viciously accused one an-
other of purveying a placebo.

AND YET THE INCONVENIENT EVIDENCE KEEPS TRICKLING IN THAT
if placebos are lies, they can also be, in the words of one commentator
on the phenomenon, “lies that heal.” In an influential article first pub-
lished in 1955, the Harvard researcher Henry Beecher concluded that
between 30 and 40 percent of any treated group would respond to a pla-
cebo. But studies since then have shown placebos working for certain
conditions — pain, depression, some heart ailments, gastric ulcers and
other stomach complaints — in closer to 50 or 60 percent of subjects,
sometimes more. Indeed, it’s not unheard of for placebo effects to ex-
ceed those attributed to the active drug.

And strangely, the placebo effect is not limited to the subjective sen-
sations of patients; some studies show actual physiological change as a
result of sham treatments. Doctors in one study successfully eliminat-
ed warts by painting them with a brightly colored, inert dye and prom-
ising patients the warts would be gone when the color wore off. In a
study of asthmatics, researchers found that they could produce dila-
tion of the airways by simply telling people they were inhaling a bron-
chiodilator, even when they weren’t. Patients suffering pain after wis-
dom-tooth extraction got just as much relief from a fake application of
ultrasound as from a real one, so long as both patient and therapist
thought the machine was on. Fifty-two percent of the colitis patients

treated with placebo in 11 different trials reported feeling better —and
50 percent of the inflamed intestines actually looked better when as-
sessed with a sigmoidoscope.

How much of this sort of improvement can be written off to sponta-
neous remission of an illness or regression to the mean (some people
would have gotten better anyway; many illnesses wax and wane) and
how much of it lasts (studies are often only 8 or 12 weeks long and pla-
cebo effects may flag sooner than “real” ones) are still open questions.
Because we treat so many illnesses aggressively, we know less about
their natural history — what would happen if we did nothing. Very few
studies compare a placebo group with a group receiving no treatment at
all, since that would tell us more about the placebo than the active drug,
and it is the active drug most researchers care about.

“Some of what we call the placebo effect can surely be explained as the
natural course of an illness,” says Dr. Walter A. Brown, a professor of psy-
chiatry at Brown University who has written extensively on the phenom-
enon. But not all of it, Brown believes. “There is certainly data that sug-
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gest that just being in the healing situation ac-
complishes something. Depressed patients
who are merely put on a waiting list for treat-
ment do not do as well as those given placebos.
And — this is very telling, I think — when pla-
cebos are given for pain management, the
course of pain relief follows what you would
get with an active drug. The peak relief comes
about an hour after it’s administered, as it does
with the real drug, and so on. If placebo analge-
sia was the equivalent of giving nothing, you'd
expect a more random pattern.”
With these kinds of observations to bolster
his case, Brown has lately been making a
highly unorthodox suggestion. If placebos ac-
complish so much in a research setting, why not
let doctors deliberately prescribe them? Of
course, the ethics of informed consent would require that a physician tell
the patient what he was giving him. Brown, who thinks such a strategy
would be appropriate for conditions like mild to moderate depression,
pain, asthma and hypertension, in which a placebo has shown to be espe-
cially potent and in which distress plays an aggravating role, imagines the
doctor saying something like this: “Mrs. Jones, the type of depression
vou have has been treated in the past with either antidepressant medicine
or psychotherapy, one of the talking therapies. These two treatments are
still widely used and are options for you. There is a third kind of treat-
ment, less expensive for you and less likely to cause side effects, which
also helps many people with your condition. This treatment involves tak-
ing one of these pills twice a day and coming to our office every two weeks
to let us know how you're doing. These pills do not contain any drug. We
don’t know exactly how they work; they may trigger or stimulate the
body’s own healing processes. We do know that your chances of improv- .
ing with this treatment are quite good. If after six weeks of this treat-
ment you're not feeling better we can try one of the other treatments.”

Brown’s proposal, which he has been airing for the past few years in
venues ranging from the journal Hospital Practice to USA Today, has
touched off a spirited debate, and it’s easy to see why. In the eyes of
some critics, there is something shady about the crafty bedside pitch he
has scripted, one that seems intended to mislead as much as inform.
Donald Klein, a psychiatrist at Columbia University, worries that delib-
erately prescribing placebo antidepressants would “play into the hands
of those who depict psychiatrists as artful, exploitative manipulators
who take advantage of the patient’s gullibility.”

There’s a reason Brown’s script is so subtle. Plenty of evidence exists
that placebos can work in a clinical setting so long as at least one party
believes they are the genuine article. Therapies that have since been
wholly discredited — from mammary ligation for angina to milk-quaff-
ing for ulcers — produced precisely the results they were supposed to
until they were shown to have no scientific basis for doing so. But cana

placebo ever ma.ke you better if you know it’s a placebo? Doesn’t its
if.lgent:y |1; only in the reasonable expectation — the 50-50 chance, at
east — that you’re getting the real thing? Does a placebo ;

placebo when you call its bluff? i ° ceasetobes



Rx: Placebo

Maybe the best way to consider whether Brown’s idea would work in
practice is to apply it to depression. That was the ailment for which he
first suggested deliberate placebo treatment, back in 1994, in an article in
the journal Neuropsychopharmacology. Since then, evidence that depres-
sion is an especially placebo-sensitive condition has only been mounting.
The splashiest comes from Irving Kirsch, a psychologist at the University
of Connecticut, who contends that the multibillion-dollar success of Pro-
zac and its brethren may be attributed almost entirely to the placebo ef-
fect. In a study published this past June, Kirsch and his co-author, Guy
Sapirstein of the Westwood Lodge Hospital in Needham, Mass., analyzed
19 clinical trials of antidepressants and concluded that the expectation of
improvement, not adjustments in brain chemistry, accounted for 75 per-
cent of the drugs’ effectiveness. Kirsch says a study he is working on now,
based on the clinical trials that won ED.A. approval for the drugs Prozac,
Zoloft, Effexor, Paxil and Serzone, bears out the earlier one. “The critical
factor,” says Kirsch, “is our beliefs about what’s going to happen to us.
You don’t have to rely on drugs to see profound transformation.”

Kirsch thinks his research justifies a round of somewhat unorthodox
studies in which half of the people getting the active antidepressant
would be led to believe they were getting the placebo. “It would involve
some temporary deception and then a debriefing,” he says. “But I think
it’s acceptable because it would be the way to show a true drug effect.
Do people who are taking the drug but think they are taking the placebo
do as well as people getting the placebo? The companies don’t know
and they don’t seem to want to know.”

Plenty of informed people — and not just shills for the pharmaceuti-
cal industry or dedicated Listeners to Prozac — think Kirsch goes too
far. It’s as if “he set out to prove that all antidepressant medication is a
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sham,” says Dr. Steven Hyman, director of the National Institute of
Mental Health, “and the evidence is not on his side there.” Hyman
points out that for ethical reasons, very few of the patients selected for
outpatient antidepressant trials are severely depressed. No honorable
researcher who thinks a patient might be suicidal, for instance, is going
to sign him up for a study where he may well be getting only a dummy
pill. That leaves a patient pool of the mild to moderately depressed —
and mild to moderate depression is a disease that waxes and wanes. “So
the alternative explanation to the one Kirsch is offering is that these
were people who weren’t all that ill to begin with,” says Hyman.

But even if Kirsch’s case proves too extreme, that still leaves a placebo
response rate of between 30 to 40 percent, meaning that 30 to 40 percent
of the depressed subjects in clinical trials feel happier while taking a con-
tentless pill. And there is good reason to think that that may be an under-
estimate. In the first place, many randomized controlled trials are preced-
ed by a so-called washout phase in which all participants take an inert pill
and anyone who reacts favorably to it is eliminated; the 30 to 40 percent
comes out of a group, then, that has already been purged of probable pla-
cebo-reactors. In the second place, several studies show that the rate may
be more like 50 percent for depressions that have lasted less than three
months, especially if they were also triggered by a specific event. Given
that active drugs often have unwelcome side effects (though, oddly, pla-
cebo takers sometimes report these, too) and that many patients might be
relieved to know they don’t actually need a chemical antidote to their
woes, why shouldn’t doctors give Brown’s suggestion a try?

DOCTORS WHOQO DELIBERATELY PRESCRIBE PLACEBOS AND PATIENTS
who accept them are not unheard of, even now. Many of us, for exam-
ple, enter into a tacit agreement to take a placebo when we ask for, and
usually get, a prescription for antibiotics to treat a viral infection. (And
since this is a dangerous placebo — it contributes to the problem of
bacterial resistance — maybe it would be better, as Brown suggests, for
doctors to “prescribe,” as in write down, a suggestion to take an over-
the-counter cold remedy. That way, they could assuage the common
longing to leave a doctor’s office with something in hand without con-
tributing to a public health threat.) Moreover, plenty of Americans
cherish the conviction that the body works in ways unknown and un-
knowable by Western medicine. “Health professionals and people of a
scientific bent underestimate how strongly many people believe that
the body heals itself and that synthetic drugs are bad for you and yada
yada yada.” as Brown puts it. “I don’t think it would be as tricky as it
sounds to tell somebody, ‘I can give vou this stuff, we don’t know ex-
actly how this works but one thing it probably does is to allow the
body to generate its own healing function.””

One patient I spoke with, a man who has been participating in a
study of an anti-anxiety drug, found nothing particularly objection-
able about the prospect of being treated with placebo, a concept he
seemed thoroughly to understand. The man, a 60-year-old real-estate
agent who didn’t want his name used, said he had “been kind of
hyper” for as long as he could remember. He was the kind of guy who
couldn’t stand hitting a bunch of traffic lights in a row, as he put i,
and he’d had stomach problems since he was a kid, for which he dosed
himself daily with over-the-counter antacids or baking soda and water.
The study he’s involved in has an unusual design that requires every-
body to take the active drug for the first six weeks, and this man is
convinced that he has benefited from it. He feels calmer, and his stom-
ach hasn’t been bothering him at all. But next week, when the study
" enters a new phase, he stands a 50-50 chance of getting only a placebo,
and that doesn’t worry him, either. “If a placebo works, that’s fine
with me,” he says. “The important thing is that it works, not how it
works. I'd find it kind of interesting if it did, to tell you the truth. That
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would be a sign to me that I need to work on my mind a little more.”

And there is one small study, the only one of its kind, that suggests
that a placebo prescribed openly could win over some patients. At an
outpatient psychiatric clinic in 1965, two researchers from John Hop-
kins University gave 15 adult “neurotics” an inert pill identified as
such. With straight faces, the doctors told them that “many people
with your kind of condition have also been helped by what are some-
times called sugar pills, and we feel that a so-called sugar pill may help
you, too. Do you know what a sugar pill is? A sugar pill is a pill with no
medicine in it at all. I think this pill will help you as it has helped so
many others. Are you willing to try this pill>”” Fourteen of the patients
were convinced by this vaguely smarmy-sounding pitch (the 15th
dropped out after her husband made fun of the idea), and after a week
all reported ameliorated symptoms. Some thought the pill definitely
was a placebo and some thought it must actually be an active drug, but
either way, they had faith that the doctor‘was trying to help them, and
they improved. At the least, then, Brown’s idea deserves to be tested
out with a bigger, more reliable study.

Yet in the end it is also a bit of a gimmick. If you get too fixated on
the ritual of swallowing a pill, you miss the larger meaning of the pla-
cebo effect. And the larger meaning has to do with a certain kind of
empathic attention that a doctor — some doctors — give to patients. It
has to do with faith and hope and a physician’s capacity for marshaling
those sentiments in the service of the sick. “The secret of the care of the
patient,” wrote Dr. Francis W. Peabody in a popular essay for doctors,
“is in caring for the patient.” It may also be the secret of the placebo.

ARIN SCHEETZ DOESN'T HAVE THE LUXURY OF

thinking all that philosophically about the placebo ef-

fect. But she thinks about it anyway, because it’s just

so weird. Scheetz is a clinical-research coordinator at

: a company near Baltimore called Clinical Insights,

which carries out randomized controlled studies of new psychotropic

drugs at the behest of various pharmaceutical makers. Her job is to deal

with placebos in their most literal, not to say, banal form — she hands

them out to patients, and she makes sure the patients take them, and she

notices that the dummy pills the companies provide always look and

smell and taste just like the real ones (there is no sugar in them any-
more), and that neither kind has any telltale writing on them.

Scheetz, 27, is a talker — a naturally outgoing, effervescent sort. That
very aspect of her personality and how it might shape the mood of an
anxious person is something she thinks about a lot. That’s because,
right now, she is working on a study of an anti-anxiety drug for which
placebo response is a real problem. “The company has tested it already,”
she explains as we sit chatting one morning at the Clinical Insights of-
fices, a standard-issue medical suite in a beige-and-smoked-glass office
building above a busy commuter highway. “They just haven’t been able
to pull out the actual drug effect, but they’re sure it works. This is sort
of their last chance to show it.”

The company sponsors have given Scheetz particularly detailed in-
structions: they want her to record the amount of time she and the prin-
cipal investigator, a psychiatrist named Lawrence Adler, spend with each
patient. They know that the weekly sessions during which she and Adler
check up on the patients, listening to their complaints and so on, can
themselves be therapeutic — and therefore confound the data on the
drug’s effectiveness. “I tend to be a very friendly person,” says Scheetz,
who has a tumble of brown curls and a broad smile. “And 've had to
monitor myself, to hold back abit. [try tobeas ~ Continued.
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businesslike as possible. I cut down
on the additional conversationand I
do an assessment in 15 minutes
where normally I might take half an
hour.”

This isn’t the first time a compa-
ny has issued instructions aimed at
controlling emotional atmosphere.
Sometimes the request is for Dr.
Adler to wear his lab coat in order
to increase the sense of distance
between him and the patients. But
it’s the first time they've touched
on something so basic to Scheetz:
her ability to communicate with
people and put them at their ease.

What Karin Scheetz has stum-
bled upon, what is for her some-
thing of an occupational hazard, is
actually an important idea. Pla-
cebos may work because they cre-
ate the pretext for a doctor or a
doctor surrogate to listen carefully
to our troubles and to pay us a
close and committed and hopeful

attention. Since researchers on

clinical studies are so invested in
retaining participants, they are
usually generous with their time
and care and enthusiastic about the
treatment being tested. Placebos,
then, are just the tokens of a faith
that somebody is at last in league
with us against our illness.

FOR YEARS, SCIENTISTS HAVE TRIED
to come up with a plausible expla-
nation for the placebo effect, and
there are by now several con-
tenders. One is classical condition-
ing: people who have experienced
relief in medical settings or from
ingesting a pill are primed, like
Pavlov’s dogs, to do the same
again. Another is the release of en-
dorphins: several studies have sug-
gested that placebo pain relievers,
at least, work by stimulating the
brain’s own analgesics. Still a third

" is that taking a placebo, especially

i if it is administered in an atmos-

phere of hope, relieves stress,
which tends to aggravate the
symptoms of placebo-sensitive
conditions like asthma and hyper-
tension.

What all of these explanations
have in common — for they are
certainly not mutually exclusive —
is the element of expectation, the

promise of help on the way that

can only be imparted by another
human being. This kind of hope

seems particularly relevant when
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by Dr. Howard M. Spiro, one of
the most thoughtful writers on the
placebo, berween illness and dis-
ease: illness is what the patient
feels; disease is what the doctor
finds. Hope can help soften the ex-
perience of illness, though it can-
not cure the underlying disease.
Says Walter Brown: “What we're
really talking about with the pla-
cebo effect is the reduction of dis-
tress, the reassurance from being
in a healing situation that you're fi-
nally in somebody’s hands.”

In fact, there is hard data to sup-
port the notion that the emotional
alliance between a doctor and pa-
tient is itself a therapeutic force —
that a compassionate and optimis-
tic physician can be, as one writer
puts it, a walking placebo, that
words can be physically comfort-
ing. In 1987, a British doctor named
K.B. Thomas tried a little experi-
ment on 200 patients in his own
practice who came to see him feel-
ing under the weather, but with no
abnormal physical signs. Thomas
gave one group of patients a defi-
nite diagnosis and told them they’d
be better in a few days. He told the
other that he couldn’t be sure what
was the matter with them and so
couldn’t say when their symptoms
would clear up. Two weeks later, 64
percent of the patients who re-
ceived an encouraging consultation
had gotten better, compared with
39 percent in the other group.

In a study on postoperative pain
conducted at Massachusetts Gen-
eral Hospital, half of the patients
were randomly chosen to be visited
by the anesthetist the night before
surgery and treated, poor dears, ina
brusque, offhand manner. “My
name is so-and-so,” the doctor
would say. “Tomorrow I'm going to
give you anesthesia. Don’t worry;
everything is going to be all right,”
and then off he’d go. The same
anesthetist visited the other group
of patients and this time put on a
warm and sympathetic face, hold-
ing their hands as he sat on their
beds, telling them exactly what to
expect in the way of postop pain
and assuring them that pain relief
would be available. Those in the
second group ended up requiring
only half the amount of painkilling
medication and were discharged an
average of 2.6 days earlier.

A practitioner’s enthusiasm for a
given treatment and his ability to
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convey it to patients also
seems to make a difference,
whether the treatment is ac-
tive or a placebo. “I think it
may be the key factor,” says
Daniel Moerman, a medical
anthropologist at the Uni-
versity of Michigan at Dear-
born. “If a physician thinks
this new drug is the greatest
thing since sliced bread or if
he’s really excited about a
new theory, it always makes
a difference. That’s one rea-
son why the effectiveness of
older drugs often wanes
when a new one comes
along.”

Accept all this, though —
that the placebo effect is real
and that it probably works
through a certain kind of ex-
pectation generated by em-
pathic care — and you are
brought face to face with a
quandary. For many of the
elements of the doctor-pa-

tient relationship most likely
to produce a placebo effect
are in decline these days.
Time, for instance. In
1943, the average visit to the
doctor lasted 26 minutes; in
1985 it lasted 17. Under
managed care, the incen-
tives to jack up productivity
— which is to say, the num-
ber of patients seen in a day
— are only growing. In a
1995 survey of more than
1,700 doctors, 40 percent
said they were spending less
time with patients than they
had even three years earlier.
“A large number of the de-
pressed patients who enroll
in our new drug studies do
so because they’re unhappy
with the care they’re getting
through their HM.O.’s,”
says Dr. Angelo Sambunar-
is, the chief clinical investi-
gator at an Atlanta drug-
testing company. “They’ll
say;, ‘T've seen more of the
staff here in two weeks than
I did in two years at my

H.M.O.," or ‘Here you start
me on a new medication
and say come back in a
week. My own doctor says
call back ina month.””
With employers con-
stantly changing health
plans, long-term relation-
ships berween doctors and
patients have dwindled, to
the detriment of the pla-
cebo effect. “Clearly, one of
the economic factors that
undermine the placebo re-
sponse is changing doctors
a lot,” says Dr Howard
Brody, the professor at
Michigan State. “It under-
mines the kind of solid rela-
tionship that builds trust
and a sense that your doctor
understands your story.”
Moreover, many doctors
have shed some of the old-
fashioned professional bag-
gage that once transformed
them into walking placebos.
The availability of high-tech
diagnostic tools and the
shrinking of appointment

slots means doctors are do-
ing fewer physical exams,
even though the laying on
of hands is perhaps the
most basic source of human
comfort and the annual
physical one of the tried and
true bonding rituals be-
tween doctor and patient.
Sensitive to charges of pa-
ternalism or even malprac-
tice, many doctors are likely
to hit the cautionary note
harder than the hopeful one
when they offer a progno-
sis, and to convey more am-
biguous information and
less direct advice than pa-
tients might actually want.
“A colleague of mine told
me that he was on grand
rounds with a physician
who clearly had a strong
recommendation about
what would be best for a pa-
tient, but didn’t tell the pa-
tient,” says Brody. “My col-
league asked him why, and
he said, ‘Oh I couldn’t, the
patient has rights.” But of

course, there’s a difference
berween coercing people
and making recommenda-
tions. Patients have a right
to our recommendations
and we have a duty to share
them.” However savvy In-
ternet-era patients may be,
however indignant they
might be at the thought of
being patronized, many
would still like reassurance
from their doctors — and
clear guidance too.
Sometimes our contem-
porary notions of informed
consent, important though
they are, interfere with a
doctor’s capacity to offer
hope and comfort. “When,
for example, a patient who is
about to undergo a straight-
forward surgical procedure
anxiously asks the surgeon,
‘Doctor, am I going to make
it2” what should the surgeon
say?” asks Walter Brown.
“Traditionally, the response

would be to encourage the
patient: ‘Youre in good
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hands here, everything will be fine.’
Yet I have posed this scenario to a
variety of physicians, both res-
idents and attendings, and found
that some consider themselves
obligated to list the possible com-
plications and the risk of death,
even if the mortality rate from the
procedure is minuscule.”

Medical training that (rightly)
values precise expression and a cul-
ture that values full disclosure and
protection from liability may spur
doctors to tell their patients the un-
inflected and deflating truth even in
the most dire circumstances. But
surely telling the whole truth and
nothing but the truth is not the
most humane or practical of coun-
sels for doctors. Someone I know
of, a physician herself, was recently
operated on for a brain tumor. Her
doctor chose his first postop visit to
her in the hospital to tell her she
would never work again. It didn’t
help her recovery much.

Meanwhile, doctors demoralized
by H.M.O. bureaucracy may be less
able to convey the aura of authority
that soothed generations of pa-
tients. In the same study in which
doctors reported spending less time
with their patients, a third also said
they were somewhat or very dissat-
isfied with medical practice. An-
other 1995 study of 2,000 physi-
cians across the country found that
in regions where managed care pre-
dominated, doctors complained of
pressure to see more patients and
bemoaned restrictions on their abil-
ity to order tests and prescribe
drugs. “Physicians’ time is increas-
ingly consumed by paperwork that
they view as intrusive and value-
less,” The New England Journal of
Medicine editorialized recently.

Of course, physicians are not en-
tirely helpless. “Someone wrote in a
letter to The New England Journal
saying, “Who’s preventing us from
spending time with our patients?’”
says Brody. “And he had a point. He
said: ‘Look in your managed-care
contract. Does it say you can only
spend five minutes with your pa-
tients? No, it says if you want to
make as much money as you did last
vear, then you have to see patients at
certain rates, so that you can meet
quotas for reimbursement.” And
that’s a little different. As doctors,
there are things we can do.” Yet
surely it matters that, as the Journal
put it, “many physicians are dis-
mayed. Some are frankly morose.”
Who wants a morose doctor? And

how could he ever inspire the hope
that underlies the placebo response?

In 1980, The New England Jour-
nal of Medicine published an elo-
quent essay by its former editor
Franz Ingelfinger, in which he ar-
gued that though arrogance was usu-
ally a pejorative word, doctors could
exercise it in a way that was humane
and salutary. If arrogance meant “in-
solence, vanity, arbitrariness or lack
of empathy,” it ‘was worthless or
worse to a patient. But if it meant the
confidence some physicians con-
veyed in their own advice, then it
was a gift to the sick, who are often
frightened and, in their fear, a litcle
childlike. Ingelfinger came to this

belief when he himself was ill. He

had developed cancer of the esopha-

gus, the very organ he had spent.

much of his professional life study-
ing, and had to decide whether to
undergo chemotherapy or radio-
therapy. From his friends and col-
leagues across the country, contra-
dictory suggestions poured in. “As a
result,” Ingelfinger recalled, “not
only I but my wife, my son and
daughter-in-law (both doctors), and
other family members became in-
creasingly confused and emotionally
distraught. Finally, when the pangs
of indecision had become nearly in-
tolerable, one wise physician friend
said, “What you need is a doctor.” He
was telling me to forget the infor-
mation [ already had and the infor-
mation I was receiving from many
quarters, and to seek instead a per-
son who would dominate, who
would tell me what to do.” When he
found that person, Ingelfinger felt
an “immediate and immense relief.”

ISTT POSSIBLE TO STIMULATE A PLA-
cebo response without dispensing a
placebo? Almost certainly: Intuitive
— and benignly arrogant — doctors
have been doing it for years. And
why shouldn’t they? After all, pla-
cebo therapy, if you want to call it
that, is safe, cheap and particularly
useful for the “worried well” — pa-
tients who feel ill but have no organic
disease and who account for so many
visits to the doctor’s office. “If you
can create a more effective healing
practice based on the manipulation
of meaning, then you're going to heal
more people,” says Daniel Moerman.
“Isitsomesort of failure if itisn’t due
to a pill> The important thing is
you’ve made somebody better,”
Besides, the physician who can
marshal a placebo response with her
words and manner probably comes
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closest to what many of us would think of as the
profession’s ideal — the kind of doctor who seems
wholly committed to our welfare, not the insur-
ance company’s; who knows when and how to give
us hope, who listens closely but doesn’t feel con-
strained from delivering advice; who knows us be-
cause she has taken the time to know us.

“The placebo effect can occur,” as the physician
Herbert Spiegel once put it, “when conditions are
optimal for hope, faith, trust and love.” It might
sound sentimental, but then sentiment, working
hand in hand with science, can make medical prac-
tice so much more powerful. A world in which pla-
cebo — preferably in the form of deft encourage-
ment, but sometimes in the form of a harmless pill
— was tolerated, even embraced, would be a world
in which doctors never forgot that medical practice
consists not only of the technologies of diagnosis
and treatment but also of the careful tending of a
patient’s expectations and the unabashed willing-
ness to comfort. It would be a world in which doc-
tors kept in mind the uses of optimism, knowing
that there is, as Brown points out, “a great differ-
ence between telling a patient, “This is a very pow-
erful painkiller,” and saying, “This might help your
pain a bit’” — and that they might as well give the
former speech if they’re going to bother prescrib-
ing medicine at all. It would be a world in which
many of us might feel a lot better. m
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STATE OF KANSAS

COMMITTEE ASSIGNMENTS
CHAIR: PUBLIC HEALTH AND WELFARE
VICE CHAIR: FINANCIAL INSTITUTIONS AND INSURANCE

MEMBER: ASSESSMENT AND TAXATION
ELECTIONS AND LOCAL GOVERNMENT
HEALTH CARE REFORM LEGISLATIVE
OVERSIGHT COMMITTEE
JOINT COMMITTEE ON CHILDREN AND FAMILIES
SRS TRANSITION OVERSIGHT COMMITTEE

SENATE CHAMBER

Members of the Senate Public Health and Welfare Committee
Senator Sandy Praeger, Chair
April 6, 2000

Minutes of March 21, 27, 30, 2000

Attached please find copies of the Senate Public Health and Welfare Committee minutes
for your approval. If you have any corrections, please contact JoAnn Bunten at 6-7364. If we do
not hear from you by Friday, April 7, we will consider the minutes approved.

Thank you.
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