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Abstract
Background: Placebos are widely used in clinical practice in spite of ethical restrictions. Whether such use is justified
depends in part on the relative benefit of placebos compared to ‘active’ treatments. A direct test for differences between
placebo and ‘active’ treatment effects has not been conducted.
Objectives: We aimed to test for differences between treatment and placebo effects within similar trial populations.
Data Sources: A Cochrane Review compared placebos with no treatment in three-armed trials (no treatment, placebo, and
treatment). We added an analysis of treatment and placebo differences within the same trials.
Synthesis Methods: For continuous outcomes we compared mean differences between placebo and no treatment with
mean differences between treatment and placebo. For binary outcomes we compared the risk ratio for treatment benefit
(versus placebo) with the risk ratio for placebo benefit (versus no treatment). We conducted several preplanned subgroup
analyses: objective versus subjective outcomes, conditions tested in three or more trials, and trials with varying degrees of
bias.
Results: In trials with continuous outcomes (n = 115) we found no difference between treatment and placebo effects
(MD = 20.29, 95% CI 20.62 to 0.05, P = 0.10). In trials with binary outcomes (n = 37) treatments were significantly more
effective than placebos (RRR = 0.72, 95%CI = 0.61 to 0.86, P = 0.0003). Treatment and placebo effects were not different in 22
out of 28 predefined subgroup analyses. Of the six subgroups with differences treatments were more effective than
placebos in five. However when all criteria for reducing bias were ruled out (continuous outcomes) placebos were more
effective than treatments (MD = 1.59, 95% CI = 0.40 to 2.77, P = 0.009).
Conclusions and Implications: Placebos and treatments often have similar effect sizes. Placebos with comparatively
powerful effects can benefit patients either alone or as part of a therapeutic regime, and trials involving such placebos must
be adequately blinded.
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accurate measurements of placebo effects must involve comparison with untreated groups (see Figure 1). This is just what the
authors of the Cochrane Review did and they therefore exposed
early claims about placebo effects as exaggerated.
Several potential methodological problems with the Cochrane
Review have already been discussed [10–18]. A problem that
has hitherto been ignored is that the results from the Review
alone do not warrant claims about the usefulness of placebos in
clinical practice. Just as clinical usefulness of treatments depends
on how they compare with other interventions for the same
condition, so the clinical usefulness of placebos requires
comparison with treatments (see Figure 2) [19,20]. Even
modestly effective placebos may benefit patients if their effects
are at least as large as treatment effects. Likewise, even very
effective placebos may not be worthwhile exploiting if treatment

Introduction
To what standard must a placebo be held, if not that it equals
the active treatment? [1].
A recent Cochrane Review allegedly ‘‘did not find that placebo
interventions have important clinical effects’’ [2]. If placebos have
negligible effects then their widespread use in clinical practice
seems unjustified [3–6]. Indeed this is just what the authors
conclude. They ‘‘suggest that placebo interventions are not used
outside clinical trials’’ [2].
By contrast with the Cochrane Review. earlier studies noted a
third of patients recovered after taking placebos and inferred that
placebo effects caused the cure [7,8]. However improvement after
taking the placebo could have been due to natural history – many
illnesses fluctuate or go away without treatment [9]. Hence
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Figure 1. Outcomes in treatment, placebo, and no treatment groups.
doi:10.1371/journal.pone.0062599.g001

effects are much greater. In any case the rationale for using
placebos (or not) depends in part on the relative benefit of
placebos compared with treatment.
In this systematic review we aimed to test for statistically
significant differences between placebo and treatment effects
within the same randomized trials.

base [42,43]. However, the pure/impure dichotomy is a rough
guide at best. Just as antibiotic treatments can function as
treatments for bacterial infections or placebos for viral infections,
so sugar is not inert with respect to diabetes [28], and saline
solution has many clinical uses [44]. Indeed few substances (if any)
are completely inactive for all conditions [45]. The problems with
characterizing placebos has led some to conclude that there is no
logic in the placebo concept [27], or even that term ‘placebo’
should be abandoned [29]. Yet without an adequate definition it
seems difficult to measure placebo effects accurately because we
won’t know what we are measuring.
Fortunately in the context of a placebo controlled trial the
conceptual problems are somewhat constrained. Placebo controls
are usually treatments that appear similar to the experimental
treatments, but that lack their characteristic components [46].
Following the 2010 Cochrane Review of placebo effects, we adopt
a pragmatic approach and refer to placebos as interventions
described as such in the context of a randomized trial [2]. To be
sure this does not entirely solve the problem. For example, olive oil
was used in ‘placebo’ capsules for trials of cholesterol-lowering
agents before there was evidence that olive oil reduced cholesterol
[45]. However the problem of inadequate or illegitimate placebos
in clinical trials may be rare [33]. Moreover the pragmatic
approach has two important advantages. First, it avoids the
requirement to justify the tenuous distinction between pure and
impure placebos. Second it is more useful: patients, doctors, and
policy makers care more about whether particular interventions
are effective and ethical than whether these treatments carry the
label ‘placebo’. Practical implications of our results must therefore
involve adequate descriptions of placebo (and treatment) interventions [33,47].

Methods
Eligibility Criteria, Information Sources, Search, Study
Selection, and Risk of Bias in Individual Studies
The least biased method for measuring comparative effectiveness of different treatments is within the same trials [20–22].
A Cochrane Review measured placebo effects within threearmed trials (no treatment, placebo, and treatment) [2]. The
Review did not include any data about outcomes in ‘active’
treatment groups. Taking the same trials, we extracted data
about treatment effects and added a comparison of treatments
and placebos. The review excluded non-randomized trials, trials
with unblinded outcome assessment, and trials reporting .50%
dropout rates. We accepted these criteria as they reduce the risk
of serious bias [23–26].

Defining the Placebo
A barrier to estimating placebo effects is that ambiguity
surrounds the ‘placebo’ concept [27–32]. Placebos are often
characterized as inactive or nonspecific when in fact they can be
active and have specific effects, especially for relieving pain
[33,34]. A recent attempt to clarify the placebo concept involves
classifying placebos as either ‘pure’ or ‘impure’ [4,5,35–40]. Pure
placebos are interventions such as sugar pills (which are available
commercially [41]) or saline injections allegedly without direct
pharmacologically active ingredients. Impure placebos are interventions with clear efficacy for certain conditions but are
prescribed where their efficacy is unknown. Examples include
antibiotics for suspected viral infections [4], off-label prescriptions,
and some complementary treatments lacking a sound evidencePLOS ONE | www.plosone.org

Data Collection Process and Data Items
We obtained full text copies of articles and extracted data to an
Excel template that was piloted by two authors (JH, CH). Four
reviewers (MT, TT, JW, RW) extracted authors’ names, addresses,
publication year, placebo type, outcome type, and outcomes in all
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Figure 2. The importance of knowing the relative benefits of treatment and placebo effects.
doi:10.1371/journal.pone.0062599.g002

than one indicated treatment effects were greater than placebo
effects.
Following the methods used in the Cochrane Review of placebo
effects, for crossover trials we only used data from the first period.
Where this was impossible we used the summary data as though
they had been derived from a parallel trial. For placebo effects we
chose final values where possible, or change from baseline if these
were the only available data. When there was more than one
‘active’ treatment group, we chose the primary intervention as
defined by authors in the paper. Where a primary outcome was
unclear we combined data from both treatment groups. We
expected heterogeneity and calculated the pooled results with a
random effects model. We estimated heterogeneity using the Isquared test.
We replicated several key preplanned subgroup analyses that
were also done as part of the Cochrane Review of placebo effects.
We divided both continuous and binary outcomes into trials
involving subjective (patient-reported) and objective (observerreported) measures, we examined whether conditions tested in
three or more trials, and we tested whether trials with different
degrees of methodological quality (allocation concealment, dropout rate exceeding 15%, sample size less than 50, and a
combination of all these) could be distinguished. These subgroups
were all chosen at the protocol stage so there was no need for a
correction. To reduce the chances of spurious correlations we
required P-values lower than 0.01 to announce statistical
significance.

three groups. Two authors (JH, CF) did the second extraction. We
contacted authors of included studies when reported outcome data
were inadequate for meta-analysis. Discrepancies were resolved by
discussion.

Summary Measures and Synthesis of Results
For continuous outcomes the treatment effect was defined as the
standardized mean difference between an unwanted outcome in
the treatment group and an unwanted outcome in the placebo
group (T–P). The placebo effect was defined as the standardized
mean difference between an unwanted outcome in the placebo
group and an unwanted outcome in the no treatment group (P–
NT) [2]. To test for a difference between treatment and placebo
effects we took the null hypothesis to be that there was no
difference between treatment (T–P) and placebo (P–NT) effects
(see Appendix 1). A negative value of the test statistic was taken to
indicate the treatment effect was greater than the placebo effect.
We used RevMan (version 5) to calculate the two-tailed P-value
and 95% confidence intervals.
For binary outcomes we measured the treatment effect by
dividing the risk ratio in the treatment group by the risk ratio in
the placebo group. The placebo effect was measured by dividing
the risk ratio in the placebo group by the risk ratio in the no
treatment group [2]. Using a method justified elsewhere [48], we
took treatment and placebo effects to differ when the ratio of risk
ratios (RRR) deviated from unity (see Appendix 2). Values greater
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0.94, P = 0.001), but not in subgroups with other degrees of bias
(see Figure 8).

Results
Study Selection, Study Characteristics, and Risk of Bias
within Studies

Discussion

We analysed 152 published reports with sufficient data to
calculate effect sizes (37 with binary, 115 with continuous
outcomes) involving 11,747 participants (placebo versus no
treatment comparison) and 12,576 participants (treatment versus
placebo comparison). Appendix 3 contains a list of all included
studies. The study characteristics and risk of bias have been
reported previously [2].

Summary of Evidence and Comparison with Relevant
Literature
We found placebos often had as great a benefit over no
treatment as treatments had over placebos. In trials with binary
outcomes treatment effects were usually greater than placebo
effects, and in trials with continuous outcomes and a low risk of
bias placebo effects were greater than treatment effects. Our
results are consistent with other reviews suggesting placebos are
greatest in trials with continuous outcomes [49]. By providing a
direct comparison of placebo and treatment effects, clinicians and
policy makers are better able to make decisions about where to
allocate scarce resources.
The favourable comparison of placebos with treatments in
continuous but not binary outcomes might be explained by three
factors: (1) bias, (2) types of ailment tested in trials with continuous
outcomes, and (3) problems with dichotomizing outcomes.

Continuous Outcomes
We found no statistically significant difference between placebo
and treatment effect sizes in all trials with continuous outcomes
(MD = 20.29, 95% CI = 20.62 to 0.05, P = 0.10) (see Figure 3).
This held true for all but two out of 14 subgroup analyses.
Treatments had borderline statistically significant advantages
compared with placebos for objective outcomes (n = 34,
MD = 20.84, 95% CI = 21.55 to 20.12, P = 0.02) but there
was no difference in trials with subjective outcomes (n = 81,
MD = 20.13, 95% CI = 20.51 to 0.25, P = 0.50). Four conditions
were tested in at least three trials: pain (n = 40), depression (n = 7),
insomnia (n = 6), and anxiety (n = 7) (see Figure 4). There was no
difference between treatment and placebo effect sizes in any of
these apart from anxiety, where treatment effects were greater
(MD = 20.98, 95%CI = 21.63 to 20.32, P = 0.004). In trials with
varying degrees of bias treatment and placebo effects were usually
similar (see Figure 5). However in trials where all criteria for ruling
out bias were met (n = 8) placebos were more effective than
treatments (MD = 1.59, 95% CI = 0.40 to 2.77, P = 0.009).

Bias and exaggeration of treatment and placebo
benefits. All trials suffer from some bias. In the context of our

main hypothesis the interesting concern about bias is whether
confounding is more likely to exaggerate treatment or placebo
effects. Both theoretical considerations and our data suggest that
more powerful biases tend to overstate treatment effects. The main
bias tending to exaggerate placebo effects is response bias. Recall
that placebo versus no treatment comparisons cannot be blinded:
untreated patients know they are not being treated. Polite patients
taking the placebo could report improvement to please investigators although no benefit was actually felt [2,50,51]. Similar
problems might arise because caregivers and observers are
unblinded [46]. These may artificially inflate apparent placebo
benefits. Other forces, however, will lead to underestimating
placebo effects. For example the ‘untreated’ groups in our analysis
involved contact with therapists, maintenance of therapy, and
other forms of standard care [11]. Hence some ‘untreated’ groups
could have experienced (Hawthorne and context) effects [30,52–
54], leading to underestimating placebo power. Indeed a recent
systematic review found that untreated groups experienced a 24%
improvement compared with baseline [55], which is unlikely to be
wholly due to natural history or regression to the mean.
Other biases affect reported treatment benefits. While many
treatment versus placebo comparisons are described as blinded,
evidence suggests that blinding is rarely successful [56–60]. If a
trial is unsuccessfully blinded, patients who know they are in the
placebo group may drop out, or fail to report recovery. Patients
with ailments such as pain or depression could develop negative

Binary Outcomes
In all trials with binary outcomes treatment effects were greater
than placebo effects (RRR = 0.72, 95%CI = 0.61 to 0.86,
P = 0.0003) (see Figure 6). However placebo and treatment effects
were not different in 8 out of 12 subgroups. Treatments had
greater benefits than placebos in trials with subjective (n = 25,
RRR = 0.69, 95%CI = 0.54 to 0.89, P = 0.004) but only borderline
statistical significance in trials with objective outcomes (n = 12,
RRR = 0.78, 95%CI = 0.62 to 0.98, P = 0.03, respectively). Two
conditions were tested in at least three trials: smoking (n = 7) and
nausea (n = 4). Treatments were more effective than placebos for
treating nausea (RRR = 0.52, 95%CI = 0.35 to 0.77, P = 0.001)
but not smoking (RRR = 0.96, 95%CI = 0.63 to 1.45, P = 0.84)
(see Figure 7). Treatments were more effective than placebos in
trials with unclear allocation concealment (n = 29, RRR = 0.73,
95%CI = 0.61 to 0.89, P = 0.002), and where dropout rates were
less than or equal to 15% (n = 22, RRR = 0.78, 95%CI 0.64 to

Figure 3. Placebo versus treatment effects (continuous outcomes).
doi:10.1371/journal.pone.0062599.g003
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Figure 4. Conditions tested in three or more trials (continuous outcomes).
doi:10.1371/journal.pone.0062599.g004

feelings about having been given a ‘mere’ placebo and actually
experience a worsening of their symptoms. Meanwhile patients
who know they are receiving the experimental treatment may
exaggerate reports of benefits or even (in the case of pain or
depression) actually experience improvements [46,59]. Finally,
negative results (for treatment benefit) are less likely to be
published [61]. Powerful placebo effects are one cause of negative
results so trials with large placebo effects might be less likely to be
published. If more biases tend to exaggerate treatment effects
[24,62], we would expect placebo effects to be relatively stronger
than treatments in trials with a low risk of bias. This is precisely
what we found for continuous outcomes. Future research into
trials with a low risk of bias is warranted to confirm our findings.

dichotomizing outcomes reduces power [16,65,66]. If placebos
reduce pain by 20% on a 10–point scale, and we dichotomize to
require a reduction of 25% to count as an event, then we obscure
effects inferior to 25%. This will reduce the power of trials with
binary outcomes, and hence the power of meta-analyses involving
such trials to detect effects. Examining the evolution of the
Cochrane Review of placebo effects as it was updated to include
more trials lends credibility to this interpretation. The first (2001)
version of the review included 32 trials with binary outcomes and
the relative risk was not statistically significant (0.95, 95%CI 0.88
to 1.02). When the review was updated in 2010 to include 44 trials
with binary outcomes, the placebo effect reached statistical
significance (0.93, 95%CI 0.88 to 0.99). (Aside: in spite of placebo
effects reaching statistical significance in the updated review, the
authors failed to modify their sceptical conclusions regarding the
strength of placebo effects.).

Conditions that are placebo responsive are more likely to
use subjective outcomes. Another likely reason why the

relative benefit of placebos was greater in trials with continuous
outcomes is that the ailments we know to be placebo responsive
such as pain and depression are usually measured on continuous
scales [54,63,64]. Hence the greater placebo effects in these trials
could be due to the disorder rather than the outcome type [2,49].

Strengths and Limitations of this Review
We did not get access to 7 studies (binary outcomes) and 43
studies (continuous outcomes) included in the Cochrane Review.
This was expected given the Cochrane Review began almost 15
years ago and some data or authors were no longer accessible. In

Dichotomizing outcomes leads to underestimating
effects. The third potential explanation for the discrepancy

between results in continuous and binary outcomes is that

Figure 5. Trials with varying degrees of bias (continuous outcomes).
doi:10.1371/journal.pone.0062599.g005
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Figure 6. Placebo versus treatment effects (binary outcomes).
doi:10.1371/journal.pone.0062599.g006

A final limitation is that the heterogeneity of treatments,
placebos, and ‘no treatments’ used in the review may call into
question the justification for pooling results. For example the
placebo treatments in our studies included placebo injections,
placebo acupuncture, and placebo pills (among many others).
These different treatments have been shown to have different
effects. Sham injections and acupuncture are more effective than
placebo pills [71,72], and within placebo pills, the colour [73], and
perceived cost can influence the effect [74]. Placebo interventions
can even produce negative effects in which case they are referred
to as ‘nocebos’ [70,75]. Certainly any practical ramifications of
this study must be targeted towards particular conditions and
involve adequate descriptions of active [29,46,47], and placebo
interventions [33,34]. Our subgroup analyses provides preliminary
information about relative placebo and treatment effects for
treating specific conditions, and further research into which
placebos are most beneficial for various conditions is warranted.

terms of direction of effect, size of effect, and statistical significance
our placebo effect estimates were the same as those in the
Cochrane Review for all but one of the 28 comparisons. In the
single comparison where our results differed, we did not find a
statistically significant difference between placebo and no treatment in all trials with binary outcomes (RR 0.93, 95%CI 0.86 to
1.00) whereas the Cochrane review did (RR 0.93, 95%CI 0.88 to
0.99). Because our point estimate was the same the difference was
likely to be related to power.
There are also three issues to consider when generalizing our
results to clinical practice. First, interventions tested in clinical
trials may be unrepresentative of treatments used in routine
practice. In routine practice many interventions are known to be
effective and therefore untested in trials [46,67]. Hence the trials
in our review may be skewed by treatments that are, on average,
less effective than treatments use in routine practice. However a
related phenomenon about placebo effects in the context of
blinded trials may balance out this concern. In routine practice a
doctor (hopefully) believes the treatments they provide are effective
and patients share these positive beliefs. These positive beliefs can
exaggerate placebo effects [53]. By contrast in a double blind trial
neither patients nor caregivers know whether the intervention is a
placebo or a ‘real’ treatment. Hence a component of the placebo
(positive belief effects) may be reduced in the trials included in our
review [68,69]. Second, our study was about intervention effects
within clinical trials, and effects could differ between trials and
practice. However it seems impossible to study placebo effects in
clinical practice without introducing an experimental setting.
Hence the best we can do is infer findings about placebo effects
from trials. Third, placebo treatments in clinical practice are often
considered unethical because they allegedly require deception
(telling the patient it is a ‘real’ treatment) [3,70]. By comparison,
trial patients give their informed consent. Therefore any extrapolation from our study to routine practice must be done ethically.

Implications for Clinical Trials and Practice
The clinical usefulness of placebos requires comparison with
treatments and we found that placebo effects are often similar to
treatment effects. Trials involving such placebos must be
adequately blinded [59,76], and dichotomizing outcomes in trials
with weaker interventions will lead to a loss of power to detect
effects. Because the placebo effect is part of the overall treatment
effect our findings do not imply that placebos – even powerful
placebos – should replace treatments. Rather, this study shows that
patients will benefit if doctors exploit relatively powerful placebos
either alone or as part of a therapeutic regime. A clear case where
placebos might be used for clinical benefit is pain, where placebo
effects are similar in magnitude to treatment effects. Meanwhile
current ‘active’ treatments for pain such as non-steroidal antiinflammatory drugs (NSAIDs) and occasional opiates [77] have

Figure 7. Conditions tested in three or more trials (binary outcomes).
doi:10.1371/journal.pone.0062599.g007
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Figure 8. Trials with varying degrees of bias (binary outcomes).
doi:10.1371/journal.pone.0062599.g008

Flowchart S1 PRISMA flowchart.

questionable efficacy in the long term and common and well
described adverse effects [78,79]. On the other hand small relative
placebo benefits may be not be merit allocation of scarce
healthcare resources. Rational decisions about allocating resources
to placebo interventions depends on the direct comparison of
placebos and treatments provided in this study.
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Irving Kirsch, Asbjorn Hróbjartsson and Peter Gøtzsche provided the
inspiration for this study. George Lewith, Felicity Bishop and Andrew
Cutts provided feedback on earlier drafts.

Supporting Information

Author Contributions

Appendix S1 Hypothesis test for continuous outcomes.

(DOCX)

Conceived and designed the experiments: JH CH. Performed the
experiments: JH MT TT RW JT SF CF. Analyzed the data: JH SF CF
RP TT MT RW JT. Contributed reagents/materials/analysis tools: JH RP
CH. Wrote the paper: JH CH RP.

Appendix S2 Hypothesis test for binary outcomes.

(DOCX)
Appendix S3 References to studies included in this review.

(DOCX)

References
13. Kirsch I (2002) Yes, There Is a Placebo Effect, but Is There a Powerful
Antidepressant Effect? Prevention and Treatment 5.
14. Lilford RJ, Braunholtz DA (2001) Is the placebo powerless? The New England
journal of medicine 345: 1277–1278; author reply 1278–1279.
15. Miller FG (2001) Is the placebo powerless? The New England journal of
medicine 345: 1277; author reply 1278–1279.
16. Spiegel D, Kraemer H, Carlson RW (2001) Is the placebo powerless?
N Engl J Med 345: 1276; author reply 1278–1279.
17. Meissner K (2005) Preferring patient-reported to observer-reported outcomes
substantially influences the results of the updated systematic review on placebos
by Hrobjartsson and Gotzsche. Journal of Internal Medicine 257: 394; author
reply 395–396.
18. Wampold BE, Minami T, Tierney SC, Baskin TW, Bhati KS (2005) The
placebo is powerful: Estimating placebo effects in medicine and psychotherapy
from randomized clinical trials. J Clin Psychol.
19. IOM (Institute of Medicine) (2009) Initial National Priorities for Comparative
Effectiveness Research: National Academic Press.
20. Sox HC, Greenfield S (2009) Comparative effectiveness research: a report from
the Institute of Medicine. Ann Intern Med 151: 203–205.
21. Glenny AM, Altman DG, Song F, Sakarovitch C, Deeks JJ, et al. (2005) Indirect
comparisons of competing interventions. Health Technol Assess 9: 1–134, iii–iv.
22. IOM (Institute of Medicine) (2007) Learning what works best: The nation’s need
for evidence on comparative effectivness in health care.
23. Juni P, Altman DG, Egger M (2001) Systematic reviews in health care: Assessing
the quality of controlled clinical trials. BMJ 323: 42–46.

1. Wampold BE, Imel ZE, Minami T (2007) The story of placebo effects in
medicine: evidence in context. Journal of Clinical Psychology 63: 379–390;
discussion 405–378.
2. Hrobjartsson A, Gotzsche PC (2010) Placebo interventions for all clinical
conditions. Cochrane database of systematic reviews: CD003974.
3. Bostick NA, Sade R, Levine MA, Stewart DM Jr (2008) Placebo use in clinical
practice: report of the American Medical Association Council on Ethical and
Judicial Affairs. J Clin Ethics 19: 58–61.
4. Fassler M, Meissner K, Schneider A, Linde K (2010) Frequency and
circumstances of placebo use in clinical practice–a systematic review of empirical
studies. BMC medicine 8: 15.
5. Meissner K, Hofner L, Fassler M, Linde K (2012) Widespread use of pure and
impure placebo interventions by GPs in Germany. Family practice 29: 79–85.
6. Howick J, Bishop FL, Heneghan C, Wolstenholme J, Stevens S, et al. (2013)
Placebo Use in the United Kingdom: results from a national survey of primary
care practitioners. PLoS One forthcoming.
7. Beecher HK (1955) The powerful placebo. J Am Med Assoc 159: 1602–1606.
8. Beecher HK (1961) Surgery as placebo. A quantitative study of bias. JAMA 176:
1102–1107.
9. Kienle GS, Kiene H (1997) The powerful placebo effect: fact or fiction? J Clin
Epidemiol 50: 1311–1318.
10. DiNubile MJ (2001) Is the placebo powerless? The New England journal of
medicine 345: 1278; author reply 1278–1279.
11. Einarson TE, Hemels M, Stolk P (2001) Is the placebo powerless? The New
England journal of medicine 345: 1277; author reply 1278–1279.
12. Kaptchuk TJ (2001) Is the placebo powerless? The New England journal of
medicine 345: 1277; author reply 1278–1279.

PLOS ONE | www.plosone.org

7

May 2013 | Volume 8 | Issue 5 | e62599

Comparative Effects of Placebos and Treatments

24. Odgaard-Jensen J, Vist GE, Timmer A, Kunz R, Akl EA, et al. (2011)
Randomisation to protect against selection bias in healthcare trials. Cochrane
database of systematic reviews: MR000012.
25. Ioannidis JP (2005) Why most published research findings are false. PLoS Med
2: e124.
26. Sterne JA, Gavaghan D, Egger M (2000) Publication and related bias in metaanalysis: power of statistical tests and prevalence in the literature. J Clin
Epidemiol 53: 1119–1129.
27. Gotzsche PC (1994) Is there logic in the placebo? Lancet 344: 925–926.
28. Grunbaum A (1986) The placebo concept in medicine and psychiatry. Psychol
Med 16: 19–38.
29. Nunn R (2009) It’s time to put the placebo out of its misery. BMJ 338: 1015.
30. Moerman DE (2002) Meaning, medicine, and the ‘‘placebo effect’’. Cambridge:
Cambridge University Press.
31. Shapiro A, Morris LA (1978) The Placebo Effect in Medical and Psychological
Therapies. In: Garfield SL, Bergin AE, editors. Handbook of Psychotherapy and
Behavioural Change: An Empirical Analysis. New York: John Wiley & Sons.
369–410.
32. Howick J (2008) Philosophical Issues in Evidence-Based Medicine: Evaluating
the Epistemological Role of Double Blinding and Placebo Controls. London:
London School of Economics. 230 p.
33. Golomb BA, Erickson LC, Koperski S, Sack D, Enkin M, et al. (2010) What’s in
placebos: who knows? Analysis of randomized, controlled trials. Annals of
internal medicine 153: 532–535.
34. Howick J (2009) Placebo misery. Escaping from placebo prison. BMJ 338:
b1898.
35. Fassler M, Gnadinger M, Rosemann T, Biller-Andorno N (2009) Use of placebo
interventions among Swiss primary care providers. BMC health services
research 9: 144.
36. Goodwin JS, Goodwin JM, Vogel AV (1979) Knowledge and use of placebos by
house officers and nurses. Annals of internal medicine 91: 106–110.
37. Hrobjartsson A, Norup M (2003) The use of placebo interventions in medical
practice–a national questionnaire survey of Danish clinicians. Evaluation & the
health professions 26: 153–165.
38. Nitzan U, Lichtenberg P (2004) Questionnaire survey on use of placebo. BMJ
329: 944–946.
39. Sherman R, Hickner J (2008) Academic physicians use placebos in clinical
practice and believe in the mind-body connection. Journal of general internal
medicine 23: 7–10.
40. Tilburt JC, Emanuel EJ, Kaptchuk TJ, Curlin FA, Miller FG (2008) Prescribing
‘‘placebo treatments’’: results of national survey of US internists and
rheumatologists. BMJ 337: a1938.
41. Reame NK (2005) The emerging science of hot flash relief: legitimizing the
‘‘obecalp’’ effect. Menopause 12: 4–7.
42. Kaptchuk TJ (2002) The placebo effect in alternative medicine: can the
performance of a healing ritual have clinical significance? Ann Intern Med 136:
817–825.
43. Ernst E (2000) The role of complementary and alternative medicine. BMJ 321:
1133–1135.
44. Strandvik GF (2009) Hypertonic saline in critical care: a review of the literature
and guidelines for use in hypotensive states and raised intracranial pressure.
Anaesthesia 64: 990–1003.
45. Golomb BA (1995) Paradox of placebo effect. Nature 375: 530.
46. Howick J (2011) The Philosophy of Evidence-Based Medicine. Oxford: WileyBlackwell.
47. Glasziou P, Meats E, Heneghan C, Shepperd S (2008) What is missing from
descriptions of treatment in trials and reviews? BMJ 336: 1472–1474.
48. Bassler D, Briel M, Montori VM, Lane M, Glasziou P, et al. (2010) Stopping
randomized trials early for benefit and estimation of treatment effects: systematic
review and meta-regression analysis. JAMA : the journal of the American
Medical Association 303: 1180–1187.
49. Hrobjartsson A, Gøtzsche PC (2001) Is the placebo powerless? An analysis of
clinical trials comparing placebo with no treatment. N Engl J Med 344: 1594–
1602.
50. Hrobjartsson A (2002) What are the main methodological problems in the
estimation of placebo effects? J Clin Epidemiol 55: 430–435.
51. Hrobjartsson A, Kaptchuk TJ, Miller FG (2011) Placebo effect studies are
susceptible to response bias and to other types of biases. Journal of clinical
epidemiology 64: 1223–1229.
52. McCarney R, Warner J, Iliffe S, van Haselen R, Griffin M, et al. (2007) The
Hawthorne Effect: a randomised, controlled trial. BMC Med Res Methodol 7:
30.

PLOS ONE | www.plosone.org

53. Di Blasi Z, Harkness E, Ernst E, Georgiou A, Kleijnen J (2001) Influence of
context effects on health outcomes: a systematic review. Lancet 357: 757–762.
54. Manchikanti L, Giordano J, Fellows B, Hirsch JA (2011) Placebo and nocebo in
interventional pain management: a friend or a foe–or simply foes? Pain
Physician 14: E157–175.
55. Krogsboll LT, Hrobjartsson A, Gotzsche PC (2009) Spontaneous improvement
in randomised clinical trials: meta-analysis of three-armed trials comparing no
treatment, placebo and active intervention. BMC medical research methodology
9: 1.
56. Fergusson D, Glass KC, Waring D, Shapiro S (2004) Turning a blind eye: the
success of blinding reported in a random sample of randomised, placebo
controlled trials. BMJ 328: 432.
57. Moncrieff J, Wessely S (1998) Active placebos in antidepressant trials.
Br J Psychiatry 173: 88.
58. Moncrieff J (2003) A comparison of antidepressant trials using active and inert
placebos. Int J Methods Psychiatr Res 12: 117–127.
59. Moncrieff J, Wessely S, Hardy R (2004) Active placebos versus antidepressants
for depression. Cochrane Database Syst Rev: CD003012.
60. Kemp AS, Schooler NR, Kalali AH, Alphs L, Anand R, et al. (2008) What Is
Causing the Reduced Drug-Placebo Difference in Recent Schizophrenia
Clinical Trials and What Can be Done About It? Schizophr Bull: 1–6.
61. Hopewell S, Loudon K, Clarke MJ, Oxman AD, Dickersin K (2009) Publication
bias in clinical trials due to statistical significance or direction of trial results.
Cochrane Database Syst Rev: MR000006.
62. Savovic J, Jones HE, Altman DG, Harris RJ, Juni P, et al. (2012) Influence of
Reported Study Design Characteristics on Intervention Effect Estimates From
Randomized, Controlled Trials. Annals of internal medicine.
63. Vase L, Petersen GL, Riley JL 3rd, Price DD (2009) Factors contributing to
large analgesic effects in placebo mechanism studies conducted between 2002
and 2007. Pain 145: 36–44.
64. Benedetti F (2007) Placebo and endogenous mechanisms of analgesia. Handb
Exp Pharmacol: 393–413.
65. Bhandari M, Lochner H, Tornetta P 3rd (2002) Effect of continuous versus
dichotomous outcome variables on study power when sample sizes of
orthopaedic randomized trials are small. Archives of orthopaedic and trauma
surgery 122: 96–98.
66. Altman DG, Royston P (2006) The cost of dichotomising continuous variables.
BMJ 332: 1080.
67. Straus SE, Richardson WS, Glasziou P, Haynes RB (2005) Evidence-Based
Medicine: How to Practice and Teach EBM. London: Elsevier: Churchill
Livingstone.
68. Bergmann JF, Chassany O, Gandiol J, Deblois P, Kanis JA, et al. (1994) A
randomised clinical trial of the effect of informed consent on the analgesic
activity of placebo and naproxen in cancer pain. Clinical Trials and MetaAnalysis 29: 41–47.
69. Benedetti F, Colloca L, Lopiano L, Lanotte M (2004) Overt versus covert
treatment for pain, anxiety, and Parkinson’s disease. The Lancet Neurology 3.
70. Foddy B (2009) A duty to deceive: placebos in clinical practice. The American
journal of bioethics : AJOB 9: 4–12.
71. de Craen AJ, Tijssen JG, de Gans J, Kleijnen J (2000) Placebo effect in the acute
treatment of migraine: subcutaneous placebos are better than oral placebos.
J Neurol 247: 183–188.
72. Kaptchuk TJ, Stason WB, Davis RB, Legedza AR, Schnyer RN, et al. (2006)
Sham device v inert pill: randomised controlled trial of two placebo treatments.
BMJ 332: 391–397.
73. de Craen AJ, Roos PJ, Leonard de Vries A, Kleijnen J (1996) Effect of colour of
drugs: systematic review of perceived effect of drugs and of their effectiveness.
BMJ 313: 1624–1626.
74. Waber RL, Shiv B, Carmon Z, Ariely D (2008) Commercial features of placebo
and therapeutic efficacy. JAMA 299: 1016–1017.
75. Benedetti F, Lanotte M, Lopiano L, Colloca L (2007) When words are painful:
unraveling the mechanisms of the nocebo effect. Neuroscience 147: 260–271.
76. Howick J (2009) Questioning the Methodologic Superiority of ‘Placebo’ Over
‘Active’ Controlled Trials American Journal of Bioethics 9: 34–48.
77. National Collaborating Centre for Chronic Conditions (2008) NICE Clinical
Guideline 59 Osteoarthritis: the care and management of osteoarthritis in adults.
In: Service NH, editor. London: NICE.
78. Vella-Brincat J, Macleod AD (2007) Adverse effects of opioids on the central
nervous systems of palliative care patients. Journal of pain & palliative care
pharmacotherapy 21: 15–25.
79. Tramer MR, Moore RA, Reynolds DJ, McQuay HJ (2000) Quantitative
estimation of rare adverse events which follow a biological progression: a new
model applied to chronic NSAID use. Pain 85: 169–182.

8

May 2013 | Volume 8 | Issue 5 | e62599

