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In response to Dr Browning, I did not lay the problems
of general surgery “at the feet of primary care.” Having been
involved in an effort to undo the flawed sustainable growth
rate system for the past decade, I know that the system is
broken. In a rational world, specialties would unite to cor-
rect this flawed system, which seems cynically designed to
pit specialties against each other.

The calculations for physician compensation used in
the cited study of internal medicine reimbursement3 cut
off in 2004 while the increases in evaluation and manage-
ment codes took place in 2004 through 2007. For
example, evaluation and management codes increased in
work relative value units from 2006 to 2007 (code 99213:
increase from 0.67 to 0.92 [37%]; code 99214: 1.10 to
1.42 [29%]; and code 99215: 1.77 to 2.00 [12.9%]). Fur-
thermore, this article has been rebutted.4 The primary
care–specialty income gap has largely been corrected, at
an estimated cost of $4 billion.5

I appreciate the enthusiasm of Dr Maa and colleagues
for the surgical hospitalist, particularly in emergency and
trauma care. However, I do not believe this is the answer
to the shortage of general surgeons, who not only do
emergency and trauma care but often perform endoscopy
and other general surgical operations in critical access
hospitals.

Philosophically, I have difficulty with medical or surgi-
cal hospitalists. My objection to the medical hospitalist
system is that patients may perceive that they are being
abandoned by their primary care physician at a time of
their most dire need—when they are sufficiently ill to
require hospitalization. I would hope that this sense of
abandonment is not present in a surgical hospitalist sys-
tem. When we train “physicians who operate,” we try to
instill judgment about the need for surgery. But if opera-
tion is required, the operator must be thoroughly compe-
tent. I believe that such decisions are more informed
when the physician/surgeon is familiar with the patient.
The surgical hospitalist system may aid trauma and emer-
gency care in urban centers but will not solve the access
problem in small rural hospitals.

Josef E. Fischer, MD
jfische1@bidmc.harvard.edu
Department of Surgery
Harvard Medical School
Boston, Massachusetts
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RESEARCH LETTER

Commercial Features of Placebo
and Therapeutic Efficacy

To the Editor: It is possible that the therapeutic efficacy of
medications is affected by commercial features such as lower
prices. Because such features influence patients’ expecta-
tions,1 they may play an unrecognized therapeutic role by
influencing the efficacy of medical therapies, especially in
conditions associated with strong placebo responses.2,3 To
investigate this possibility, we studied the effect of price on
analgesic response to placebo pills.

Methods. In 2006 we recruited 82 healthy paid volunteers
inBoston,Massachusetts,usinganonlineadvertisement.Each
participantwas informedbybrochureabouta(purported)new
opioid analgesic approved by the Food and Drug Administra-
tion; itwasdescribedassimilartocodeinewithfasteronsettime,
but it was actually a placebo pill. After randomization, half of
theparticipantswere informedthat thedrughadaregularprice
of $2.50 per pill and half that the price had been discounted to
$0.10 per pill (no reason for the discount was mentioned). All
participants received identicalplacebopills andwerepaid$30.
Participants were blinded to the study purpose, and research-
erswereblindedtogroupassignment.Thestudywasapproved
by the Massachusetts Institute of Technology institutional re-
viewboard,andallparticipantsprovidedwritteninformedcon-
sent and were debriefed after the study.

Theprotocol followedanestablishedapproach for studying
pain.4 Electrical shocks to thewristwerecalibrated toeachpar-
ticipant’spaintolerance.Aftercalibration,participantsreceived
the test shocks, rating the pain on a computerized visual ana-
log scale anchored by the labels “no pain at all” and “the worst
pain imaginable.” Participants received all possible shocks in
2.5-V increments between 0 V and their calibrated tolerance.
Stimulationateachintensity levelwascarriedouttwiceforeach
participant (before and after taking the pill), and the change
in reaction to the stimulationwasassessed.Visual analog scale
ratings were converted to a 100-point scale, the postpill score
for each voltage was subtracted from the prepill score, and the
mean of these differences was calculated for each participant.

Thepercentageofparticipantsexperiencingameanscorere-
duction vs increase was compared between the 2 groups using
a2-tailed �2 test.Because strongerpainmaybeassociatedwith
stronger placebo responses,5 we also compared results for the
50%mostpainfulshocksforeachparticipant. Inaddition,mean
differencesateachvoltagebetweenthe2groupswerecompared
overall with a sign test and individually with F tests. A P value
of .05wasconsideredstatisticallysignificant.Analyseswereper-
formed using SPSS version 15 (SPSS Inc, Chicago, Illinois).

Results. Patient characteristics are shown in the TABLE. In
the regular-price group, 85.4% (95% confidence interval [CI],
74.6%-96.2%) of the participants experienced a mean pain re-
duction after taking the pill, vs 61.0% (95% CI, 46.1%-75.9%)
in the low-price (discounted) group (P=.02). Similar results
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occurredwhenanalyzingonly the50%mostpainful shocks for
eachparticipant(80.5%[95%CI,68.3%-92.6%]vs56.1%[95%
CI, 40.9%-71.3%], respectively; P=.03).

Considering all voltages tested, pain reduction was greater
for the regular-price pill (P� .001). In addition, for 26 of
29 intensities (from 10 to 80 V), mean pain reduction was
greater for the regular-price pill (FIGURE).

Comment. These results areconsistentwithdescribedphe-
nomenaofcommercialvariablesaffectingqualityexpectations1

andexpectations influencing therapeutic efficacy.4 Placebore-
sponsestocommercial featureshavemanypotentialclinical im-
plications. For example, they may help explain the popularity
ofhigh-costmedical therapies(eg,cyclooxygenase2inhibitors)
over inexpensive, widely available alternatives (eg, over-the-
counternonsteroidalanti-inflammatorydrugs)andwhypatients
switchingfrombrandedmedicationsmayreportthattheirgeneric
equivalentsare lesseffective.Studiesof real-worldeffectiveness
may be more generalizable if they reflect how medications are
sold in addition to how they are formulated. Furthermore, cli-
niciansmaybeable toharnessquality cues inbeneficialways,6

for example, by de-emphasizing potentially deleterious com-
mercial factors (eg, low-priced, generic).

These findings need to be replicated in broader popula-
tions and clinical settings to better understand how commu-
nicating quality cues with patient populations can maximize
treatment benefits and patient satisfaction.
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Table. Comparison of Participants Assigned to Regular-Price Placebo
vs Low-Price (Discounted) Placebo

Regular Price
(n = 41)

Low Price
(n = 41)

P
Value

Women, No. (%) 27 (65.9) 24 (58.5) .50

Age, mean (SD), y 30.9 (12.4) 30.0 (11.4) .74

Calibrated maximum tolerance,
mean (SD), V

51.8 (18.7) 54.9 (23.3) .50

Shocks received, No. (SD) 18.2 (7.2) 18.6 (9.1) .80

Change in pain scoresa

All shocks,
No. (%) [95% CI]

Pain reduction 35 (85.4)
[74.6-96.2]

25 (61.0)
[46.1-75.9] .02b

Pain increase 6 (14.6)
[3.8-25.5]

16 (39.0)
[24.1-54.0]

Highest-intensity shocks only,
No. (%) [95% CI]c

Pain reduction 33 (80.5)
[68.3-92.6]

23 (56.1)
[40.9-71.3] .03b

Pain increase 8 (19.5)
[7.4-31.6]

18 (43.9)
[28.7-59.1]

Abbreviation: CI, confidence interval.
aComparison of participants experiencing a mean reduction in pain after vs before the

placebo pill was administered (visual analog scale point reduction between 0.01 and
48.4) and those experiencing a mean increase in pain (visual analog scale point in-
crease between 0 and 29.2).

bTwo-tailed �2 test.
cHighest 50% of shocks by intensity.

Figure. Pain Ratings by Voltage Intensity
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Mean difference in pain ratings, after vs before placebo, by voltage intensity. Higher
value indicates greater pain reduction. The table depicts the intensity of the shocks
and the number of observations in the regular-price and low-price conditions. P
value is less than .05 for the shock intensities 27.5 V through 30.0 V, 35.0 V through
75.0 V, and 80.0 V.
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