CHAPTER 10

The Power of Price

Why a 50-Cent Aspirin Can Do What a Penny
Aspirin Can’t

It you were living in 1950 and had chest pain, your
cardiologist might well have suggested a procedure for
angina pectoris called internal mammary artery ligation. In
this operation, the patient 1s anesthetized, the chest 1s
opened at the sternum, and the internal mammary artery 1s
tied off. Voila! Pressure to the pericardiophrenic arteries
is raised, blood flow to the myocardium 1s improved, and

everyone goes home happy.’

This was an apparently successful operation, and it had
been a popular one for the previous 20 years. But one day
in 1955, a cardiologist in Seattle, Leonard Cobb, and a
few colleagues became suspicious. Was 1t really an
effective procedure? Did 1t really work? Cobb decided to
try to prove the efficacy of the procedure in a very bold
way: he would perform the operation on half his patients,



and fake the procedure on the other half. Then he would
see which group felt better, and whose health actually
improved. In other words, after 25 vyears of filleting
patients like fish., heart surgeons would finally get a
scientifically controlled surgical trial to see how effective
the procedure really was.

To carry out this test, Dr. Cobb performed the
traditional procedure on some of the patients, and placebo
surgery on the others. The real surgery meant opening the
patient up and tyving up the internal mammary artery. In the
placebo procedure, the surgeon merely cut into the
patient’s flesh with a scalpel, leaving two incisions.
Nothing else was done.

The results were startling. Both the patients who did
have their mammary arteries constricted and those who
didn’t reported immediate relief from their chest pain. In
both groups, the relief lasted about three months—and
then complaints about chest pain returned. Meanwhile,
electrocardiograms showed no difference between those
who had undergone the real operation and those who got
the placebo operation. In other words, the traditional
procedure seemed to provide some short-term relief—but
so did the placebo. In the end, neither procedure provided
significant long-term relief.

More recently a different medical procedure was
submitted to a similar test, with surprisingly similar
results. As early as 1993, J. B. Moseley, an orthopedic
surgeon, had increasing doubts about the use of
arthroscopic surgery for a particular arthritic affliction of
the knee. Did the procedure really work? Recruiting 180



patients with osteoarthritis from the veterans’ hospital in
Houston, Texas, Dr. Moseley and his colleagues divided
them into three groups.

One group got the standard treatment: anesthetic, three
incisions, scopes inserted, cartilage removed, correction
of soft-tissue problems, and 10 liters of saline washed
through the knee. The second group got anesthesia, three
incisions, scopes inserted, and 10 liters of saline, but no
cartilage was removed. The third group—the placebo
group—looked from the outside like the other two
treatments (anesthesia, incisions, etc.); and the procedure
took the same amount of time; but no instruments were
inserted into the knee. In other words, this was simulated

surgery.®

For two years following the surgeries, all three groups
(which consisted of volunteers, as in any other placebo
experiment) were tested for a lessening of their pain, and
for the amount of time it took them to walk and climb
stairs. How did they do? The groups that had the full
surgery and the arthroscopic lavage were delighted, and
said they would recommend the surgery to their families
and friends. But strangely—and here was the
bombshell—the placebo group also got relief from pain
and improvements in walking—to the same extent, in fact,
as those who had the actual operations. Reacting to this
startling conclusion, Dr. Nelda Wray, one of the authors
of the Moseley study, noted, “The fact that the
effectiveness of arthroscopic lavage and debridement in
patients with osteoarthritis of the knee 1s no greater than
that of placebo surgery makes us question whether the $1



billion spent on these procedures might be put to better

1

use.

If you assume that a firestorm must have followed this
report, you're right. When the study appeared on July 11,
2002, as the lead article in the New England Journal of
Medicine, some doctors screamed foul and questioned the
method and results of the study. In response, Dr. Moseley
argued that his study had been carefully designed and
carried out. “Surgeons...who routinely perform
arthroscopy are undoubtedly embarrassed at the prospect
that the placebo effect—mnot surgical skill—is responsible
for patient improvement after the surgeries they perform.
As you might imagine, these surgeons are going fo great
lengths to try to discredit our study.”

Regardless of the extent to which you believe the
results of this study, it 1s clear that we should be more
suspicious about arthroscopic surgery for this particular
condifion, and at the same time increase the burden of
proof for medical procedures in general.

IN THE PREVIOUS chapter we saw that expectations
change the way we perceive and appreciate experiences.
Exploring the placebo effect in this chapter, we’ll see not
only that beliefs and expectations affect how we perceive
and interpret sights, tastes, and other sensory phenomena,
but also that our expectations can affect us by altering our
subjective and even objective experiences—sometimes
profoundly so.

Most important, I want to probe an aspect of placebos






